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THE SECRETARY OF HEAl_TH  AN0 HUMAN SERVICES
WASHINGTON.  O.C.  20201

JN 30 19%

The Honorable Dan Quayle
President of the Senate
Washington, D.C. 20510

Dear Mr. President:.

I am respectfully submitting the report required by
section 9305(h)(3) of the Omnibus Budget Reconciliation Act
of 1986 (P.L. 99-509), which directs the Secretary of the
Department of Health and Human Services to submit to Congress
a report on the development of a uniform needs assessment
instrument. The law required this activity be undertaken in 1
consultation with an advisory panel.

As directed by the enabling legislation, the uniform needs
assessment instrument has been developed to assess an
individual's needs for health-related or supportive care in
terms of functional capacity, nursing and other care
requirements and the availability of social and familial
resources. It has been designed for potential use by health
care professionals across the continuum of care, including
hospitals, long term care facilities and home health agencies.

The enclosed report incorporates the recommendations of the
Advisory Panel on the Development of Uniform Needs Assessment
Instrument(s). The report includes the needs assessment
instrument and recommendations for its' use. It also presents
an evaluation of the advantages and disadvantages of using the
needs assessment instrument for determining whether payment
should be made for post-hospital extended care services and/or
home health services for Medicare beneficiaries.

The report contains an extensive discussion of discharge
planning and relevant post-acute care issues. Initiatives
being undertaken by the Department related to discharge
planning, clinical assessment and mechanisms to evaluate the
quality of transitional care are also discussed. A brief
summary of the uniform needs assessment initiative, follow-up
activities planned by the Department and related issues is
enclosed.
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The report, however, raises concerns that Congress should
carefully consider when reading the report. First, the report
does not specify a screening methodology that would be
required to determine who shall undergo a UNAI process.
Implementation of the UNAI without a thorough and effective
screening methodology risks excessive and unnecessary use and
wasteful expenditures.

Second, the report does not demonstrate the need for even more
discharge planning. The Medicare program already requires
discharge planning activities for Medicare patients. In
addition, seventy-three percent of hospitals report
implementing new discharge procedures since 1983. The report
suggests that a cost analysis of the UNAI be performed before
implementation, as well as a comparison of the effectiveness
of the UNAI as it relates to existing federal patient
assessment instruments to eliminate overlap. The various
assessment instruments should be coordinated to provide an
effective data source for providers at each stage in the
continuum of care.

At a time when the U.S. health care system is under increasing
pressure to reduce administrative expenses, Congress should
investigate unnecessary duplication of efforts that the UNAI
may induce and require justification for additional post-
acute care planning.

I am also sending a copy of this report to the Speaker of the
House of Representatives.

Sincerely,

Enclosures



THE SECRETARY OF HEALTH  AND HUMAN SERVICES
WASHINGTON.  G.C.  20201

JLN 30 1992

The Honorable Thomas S. Foley
Speaker of the House of Representatives
Washington, D.C. 20515

Dear Mr. Speaker:

I am respectfully submitting the report required by
section 9305(h)(3) of the Omnibus Budget Reconciliation Act
of 1986 (P.L. 99-509), which directs the Secretary of the
Department of Health and Human Services to submit to Congress
a report on the development of a uniform needs assessment
instrument. The law required this activity be undertaken in
consultation with an advisory panel.

As directed by the enabling legislation, the uniform needs
assessment instrument has been developed to assess an
individual's needs for health-related or supportive care in
terms of functional capacity, nursing and other care
requirements and the .availability of social and familial
resources. It has been designed for potential use by health
care professionals across the continuum of care, including
hospitals, long term care facilities and home health agencies.

The enclosed report incorporates the recommendations of the
Advisory Panel on the Development of Uniform Needs Assessment
Instrument(s). The report includes the needs assessment
instrument and recommendations for its use. It also presents
an evaluation of the advantages and disadvantages of using the
needs assessment instrument for determining whether payment
should be made for post-hospital extended care services and/or
home health services for Medicare beneficiaries.

The report contains an extensive discussion of discharge
planning and relevant post-acute care issues. Initiatives
being undertaken by the Department related to discharge
planning, clinical assessment and mechanisms to evaluate the
quality of transitional care are also discussed. A brief
summary of the uniform needs assessment initiative, follow-up
activities planned by the Department and related issues is
enclosed.
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The report, however, raises concerns that Congress should
carefully consider when reading the report. First, the report
does not specify a screening methodology that would be
required to determine who shall undergo a UNAI process.
Implementation of the UNAI without a thorough and effective
screening methodology risks excessive and unnecessary use and
wasteful expenditures.

Second, the report does not demonstrate the need for even more
discharge planning. The Medicare program already requires
discharge planning activities for Medicare patients. In
addition, seventy-three percent of hospitals report
implementing new discharge procedures since 1983. The report
suggests that a cost analysis of the UNAI be performed before
implementation, as well as a comparison of the effectiveness
of the UNAI as it relates to existing federal patient
assessment instruments to eliminate overlap. The various
assessment instruments should be coordinated to provide an
effective data source for providers at each stage in the
continuum of care.

At a time when the U.S. health care system is under increasing
pressure to reduce administrative expenses, Congress should
investigate unnecessary duplication of efforts that the UNAI
may induce and require justification for additional post-
acute care planning.

I am also sending a copy of this report to the President of
the Senate.

Sincerely,

Enclosures



REPORT OF THE SECRETARY’S ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

PREFACE

The United States health care delivery sys-

tem is facing increasing pressures that challenge

the ability of our health care institutions to pro-

vide care that meets our standards for quality and

effectiveness. Continuing technological ad-

vances, powerful incentives to reduce costs, and

an increased incidence of debilitating and chronic

illnesses have resulted in more complex needs for

continuing care, which has changed the post-

acute care environment. The degree to which

individuals receive necessary and appropriate

care after discharge from a health care setting has

been an issue of growing concern among con-

sumers, providers and policy makers.

Health care consumers have expressed grow-

ing anxiety and alarm at the decreasing-length of

the average hospital stay. This, in turn, has

increased demands on the formal and, informal

caregiver systems available to support individu-

als on their return to the community. Problems

arise when necessary support is’lacking.

Health care providers, faced with increas-

ingly complex discharges, struggle to arrange

necessary and appropriate posthospital services.

Services may not be available or individuals may

be denied access because of lack of funding. This

situation has been complicated by the sometimes

inconsistent and subjective interpretations re-

garding Medicare beneficiaries’ eligibility for

home health and extended care services that are

made by fiscal intermediaries. Additionally, the

reductions in availability and access to necessary

posthospital services that have resulted from

cutbacks in human services and the expanding

population of the uninsured and underinsured

have further exacerbated the crisis of meeting the

continuing health care needs of our society.

Responding to the changes in the health care

environment and the concerns of both Medicare

beneficiaries and providers, the 100th Congress

believed that it was necessary to build safeguards

into the system to ensure the quality of care

provided to Medicare beneficiaries. A number of

provisions related to health care quality were

enacted as part of the Omnibus Budget Recon-

ciliation Act of 1986 (OBRA ‘86). The establish-

ment of the Secretary’s Advisory Panel on the

Development of Uniform Needs Assessment

Instrument(s) was one of several provisions that

addressed discharge planning and posthospital

care services. The legislation required the Secre-

tary of Health and Human Services to appoint a

panel of experts representing health care con-

sumers, hospitals, home health and extended care

providers, and fiscal intermediaries to advise the

Department on the development of a uniform

needs assessment instrument.

The work of the Panel represents a significant

accomplishment in collaboration and compro-

mise. Despite the varied interests and perspec-

tives represented on the Panel, its members were

able to find common ground and focus on the

shared interest of elevating the quality of the

discharge planning process. It is to the credit of
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Panel members that the group was able to subju-

gate the agendas of individuals to the broader

goals of the uniform needs assessment initiative.

Significant contributions to the development

of the uniform needs assessment instrument were

made by every member of the Panel. Not only did

each member bring to the process the unique

expertise of his or her respective discipline, set-

ting or constituency, but each supplied a vision

and creativity, which collectively resulted in the

breaking of new ground in the field of clinical

assessment.

Much of the credit for the Panel’s successful

completion of its charge belongs to Sue

Nonemaker, R.N., M.S., Project Officer for the

Health Care Financing Administration’s Health

Standards and Quality Bureau (HSQB). Miss

Nonemaker’s depth of knowledge, analytical

ability, organizational skills, attention to detail

and perseverance were indispensable_ to the de-

velopment of the needs assessment instrument

and central to the production of this report. In

addition, her resourcefulness, sense of humor

and enthusiasm for this project made Sue a val-

ued friend and partner during my role as Chair-

man.

We were fortunate to have a great deal of

support and encouragement from HSQB man-

agement. I would particularly like to thank

Thomas Morford, Director of HSQB, for his

support over the extended two year life span of

the Panel, as well as Wayne Smith, Ph.D., Direc-

tor of the Office of Survey and Certification. We

are appreciative of Dr. Smith’s ongoing encour-

agement, advice and personal interest in clinical

assessment issues, as well as his assistance in the

preparation of this report.

I also want to thank the many individuals and

numerous provider, professional discipline and

beneficiary associations who participated in the

process of developing the needs assessment in-

strument. We are grateful for their ongoing

willingness to share their expertise and experi-

ence with the Panel and gratified by the degree of

interest and support we received from the public.

I would also like to recognize David Schulke,

Chief Investigator for the Senate Special Com-

mittee on Aging, for his leadership in shaping the

uniform needs assessment initiative and extend

our appreciation for his continued interest in our

efforts.

The Report of the Advisory Panel on the

Development of Uniform Needs Assessment

Instrument(s) includes both the Uniform Needs

Assessment Instrument and recommendations

regarding its use. This report also provides a

description of the context and background of the

uniform needs assessment initiative by review-

ing its legislative and regulatory history, the

evolution of discharge planning systems and

relevant assessment technology. The later chap-

ters of the report consider additional implications

of the uniform needs assessment initiative related

to determining eligibility for Medicare covered

posthospital services, its use in quality assurance

systems and legal considerations.

The Panel supports the implementation of a

uniform system of needs assessment but ex-



pressed the need for a cautious approach to pre-

vent a premature decision in that regard. The

Panel strongly advised that a decision to mandate

use of the instrument for the Medicare program

be predicated on a thorough evaluation of the

instrument’s administrative feasibility and clini-

cal effectiveness.

Secondly, the Panel expressed its concern

that a more effective vehicle and process for

evaluating post-discharge needs would be of

value only if necessary institutional and commu-

nity-based health and social services are avail-

able to meet identified needs. The trend of

cutting funding for many vital community-based

health and social services observed over recent

years is antithetical to the goal of a uniform needs

assessment process.

The Panel is hopeful that its proposed needs

assessment instrument will both provide a uni-

form method of evaluating posthospital care needs

that improves clinicians’ abilities to care for

individuals as well as establish the safeguard

intended by Congress to ensure the quality of care

provided to Medicare beneficiaries.

Jay Rudman

Chairman, Advisory Panel on the

Development of Uniform Needs

Assessment Instrument(s)

July, 1990

. . .
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REPORT OF THE SECRETARY’S ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

EXECUTIVE SUMMARY

The uniform needs assessment initiative grew

out of the concerns of legislators and regulators,

health care providers and professional disciplines,

and Medicare beneficiaries and other health care

consumers regarding quality and access to neces-

sary health care services. It was shaped by multi-

faceted changes in the health care delivery sys-

tem and provider practice patterns, which evolved

from a restructuring of reimbursement schemes,

advances in technological capabilities, and epi-

demiological changes in patient case-mix and

severity of illness.

During the past several years, much interest

has centered on transitional care issues. Diverse

regulatory and environmental factors have fo-

cused attention on the importance of clinical

assessment processes to assure that an individual’s

needs for continuing care are appropriately and

adequately evaluated and planned for prior to

discharge from each care setting.

The needs assessment is a primary compo-

nent of discharge planning, the process of assess-

ing needs and making arrangements to meet an

individual’s needs for continuing care as he or

she moves through the health care system. Dis-

charge planning has traditionally been viewed as

a responsibility of hospitals, with discharge plan-

ning systems and procedures generally more

sophisticated and formalized in hospitals than in

other types of care settings. However, the expan-

sion of technological capabilities and increased

utilization of post-acute care services has

required that providers of post-hospital services

become more broadly involved in assessing con-

tinuing care needs and planning for discharge

from non-acute care settings.

Despite consensus on the increased impor-

tance of systematic assessment and planning for

continuity of care, there exists much variation in

needs assessment practices and the knowledge

and expertise of discharge planning profession-

als. A Congressional investigation found evi-

dence of poor quality discharge planning ser-

vices, with the welfare of individuals threatened

by inappropriate or incomplete discharge plan-

ning. Investigators also found tremendous diver-

sity in the processes by which needs for continu-

ing care were assessed.

,The  need to assure the quality and appropri-

ateness of care provided across various settings

as well as access to necessary post-hospital ser-

vices provided the impetus behind the Congres-

sional charge to develop a uniform needs assess-

ment instrument. Support for uniformity in the

needs assessment process was established during

the 1985-86 Senate Special Committee on Aging’s

Quality of Care Hearings, from which emanated

a recommendation to identify a core of critical

information for the needs assessment. This was

intended as a means to assure that necessary

information was considered in discharge plan-

ning as well as to promote coordination of care

across different settings and by various

providers.
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In the Omnibus Budget Reconciliation Act of

1986, the Secretary of Health and Human Ser-

vices was charged with the development of a

uniform needs assessment instrument. This ac-

tivity was to be undertaken in consultation with

an advisory panel of experts in the delivery of

post-hospital services including representatives

of hospitals, physicians, skilled nursing facili-

ties, home health agencies, fiscal intermediaries

and Medicare beneficiaries.

The uniform needs assessment instrument

(UNAI) developed by the Secretary’s Advisory

Panel on the Development of Uniform Needs

Assessment Instrument(s) is a four page form.

The needs assessment process is structured to

collect critical information according to the fol-

lowing domains: Sociodemographics, Health

Status, Functional Status, Environmental Factors

in Post-Discharge Care, Nursing and Other Care

Requirements, Family and Community Support,

Patient/Family Goals and Preferences, and Op-

tions for Continuing Care.

The Panel’s deliberations to develop the UNAI

were shaped by one primary goal. This goal was

to achieve a critical balance between quality of

care and operational concerns: to develop an

instrument that would improve post-hospital care

by providing a thorough and valid evaluation of

continuing care needs and also be capable of use

across diverse care settings, thereby providing

uniformity in the assessment of post-hospital

needs.

The Panel felt strongly that the needs assess-

ment process requires the active participation of

the patient and family. To assure an appropriate

level of participation in this process, the Panel

recommended a separate form be attached to the

UNAI for the patient’s/patient representative’s

signature, as a means of attesting to the patient’s

participation in the process.

The -Panel was also charged with making

recommendations regarding the appropriate use

of the needs assessment instrument. It ratified

several recommendations regarding the use of

the UNAI and the potential establishment of a

uniform system of needs assessment. These

recommendations focused on the purpose of the

instrument, necessary qualifications of the asses-

sor, training necessary to promote uniform use of

the instrument, the process for performing the

assessment, timing of the assessment, resources

necessary to administer the instrument, popula-

tion to which the instrument should be adminis-

tered, use of the instrument in non-acute care

settings, coordination of data elements, mecha-

nisms to assure accountability for the perfor-

mance and reliability of the assessment, and

future testing and evaluation of the instrument.

The Panel viewed the primary purpose of the

needs assessment instrument as determining an

individual’s needs for continuing care. The UNAI

was not developed to replace a comprehensive

geriatric or functional assessment, to serve as a

care plan or to be the primary means by which

decisions regarding eligibility for Medicare cov-

ered services are made.

The UNAI was developed for use by quali-

fied and trained personnel without restriction to
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a professional group or discipline. Such person-

nel would be supervised by a registered nurse,

social worker or other qualified personnel. Indi-

viduals performing the needs assessment would

undergo training in its use, with a uniform system

of training developed to promote consistent ap-

plication of the instrument. The process by

which the instrument would be completed is

flexible, with each health care setting responsible

for designating those individuals responsible for

coordinating input and completing the assess-

ment.

In defining the population for which the in-

strument should be used, the Panel felt it should

be administered to those individuals that require

a more extensive discharge planning evaluation,

as identified by uniform high risk screening cri-

teria applied to all Medicare patients. This frame-

work is consistent with that of the proposed

Medicare Discharge Planning-Condition of Par-

ticipation for hospitals, in which administration

of the UNAI would be one means of performing

the in-depth evaluation of continuing care needs

that is required prior to the development of a

discharge plan. .

As specified in the enabling legislation, the

UNAI was developed for use not only in hospitals

but in multiple care settings to identify needs for

continuing care. The instrument could be admin-

istered periodically to assure that needs were

accurately identified as well as to evaluate con-

tinuing care needs when discharge from a setting

is contemplated. Needs assessment data could be

transferred to the next provider to promote con-

tinuity of care and contribute to the initial data

base used to plan care by the receiving provider.

The Panel believed that efforts should be

made to minimize duplicative requirements for

documentation of patient-centered information.

Recognizing that this may not be possible when

the purpose of assessments differs, the Panel

maintained that the UNAI should be studied in

relation to other existing Federal assessment re-

quirements, with efforts directed towards con-

solidation‘and standardization of data elements.

The Panel was required to evaluate the ad-

vantages and disadvantages of using the uniform

needs assessment instrument as the basis for

determining whether payment should be made

for post-hospital extended care services and home

health services provided to Medicare beneficia-

ries. The Panel concluded that the UNAI should

not be the primary source of information for

eligibility determinations. However, it was also

felt that the UNAI could supplement the current

eligibility determination process by providing

fiscal intermediaries with a more complete pic-

ture of a beneficiary’s continuing care needs. In

addition, the Panel offerred recommendations

for further study in the development of function-

ally and socially based models to determine eli-

gibility for long-term care programs and dis-

cussed the UNAI’s potential role in the

Department’s effectiveness initiative.

The Panel felt that a uniform system of needs

assessment would have many secondary uses

such as quality assurance and compilation of a

data base for research and policy formulation.

Potential uses in Federal quality assurance ef-
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forts include survey and certification and the Peer

Review Organization (PRO) programs. The

UNAI could provide an effective tool for survey-

ors to monitor discharge planning requirements.

The UNAI could also serve as a primary source

of data and an objective means for PRO staff

members to evaluate the quality of the needs

assessment and discharge planning processes for

which hospitals, home health agencies and long

term care facilities are responsible. By including

outcome-oriented, functionally based measures

of an individual’s status, the Panel also suggested

that the UNAI could be used in quality assurance

studies of post-acute care to evaluate the quality

of transitional care. It could also be used in

longitudinal studies of the composite effective-

ness of care provided across various care settings

or by numerous providers.

The Panel was concerned that implementa-

tion of a uniform system of needs assessment

might have an impact on the liability of provid-

ers. Reviews of relevant literature and expert

legal testimony provided to the Panel suggested

that the legal responsibility of providers to assess

an individual’s continuing care needs exists re-

gardless of the presence or absence of a uniform

needs assessment instrument. It was further

postulated that documentation of post-hospital

care needs as identified by the UNAI would not

increase the assessor’s or institution’s obligation

to assure the availability of resources to meet all

identified needs.

The Panel made several recommendations

for further study, calling for the UNAI to be field

tested in a representative sample of hospitals,

home care agencies and long term care facilities

to establish the reliability, validity and adminis-

trative feasibility of the instrument. In the event

that use of the UNAI is mandated, the Panel

strongly recommended that careful consideration

should be given to issues such as the resources

necessary to implement such a system, the need

for flexibility to accommodate variations in care

settings and delivery systems and the duplicative

requirements that currently exist for reporting of

patient information, prior to implementation of a

uniform system. Should the instrument be man-

dated, a long term evaluation should be con-

ducted, in part to address the impact of the assess-

ment process on the problem of patients being

discharged without their needs for continuing

care being met.

There are numerous advantages associated

with implementation of a uniform system of

needs assessment. Requiring use of the UNAI

would assure that the continuing care needs of

Medicare beneficiaries are appropriately evalu-

ated prior to discharge. The structure of the

UNAI would also enhance a beneficiary’s oppor-

tunities to have input into the discharge planning

process. Uniform use of the UNAI would provide

a comprehensive structure for completion of the

needs assessment portion of a provider’s dis-

charge planning responsibilities. It would also

enhance continuity of care and communication

of beneficiaries’ needs across care settings, by

drawing upon a common methodology and lan-

guage to evaluate extended care needs.

. . .
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The Panel supported the implementation of a

uniform system of needs assessment but ex-

pressed the need for a cautious approach to pre-

vent a premature decision in that regard. The

Panel strongly advised that a decision to mandate

use of the instrument for the Medicare program

be predicated on a thorough evaluation of the

instrument’s administrative feasibility and clini-

cal effectiveness.

ix





Department of Heafth and Human Services
Health Care Financing Administration DRAFT
ADDRESSOGRAPH:

ASSESSMENT OF NEEDS FOR
CONTINUING CARE

1. SOCIODEMOGRAPHICS
Attach Admission Face Sheet. List the following information if not otherwise available.

A. Name (Last, First, Middle Initial): B. Address: C. Phone No.

D. Birthdete: E. Sex F. Marital Status: 0 Married Cl Seoarated G. Religious Preference: 0 Catholic 17 Jewtsh  H. Date of Admission:

0 M 0 F 0 Single 0 Wdowedo  Divorced 0 Unknow 0 Protestant 0 Other 0 Unknown
I. Race [7 American Indian/Alaskan Native 0 Asian or Pacific Islander

J. Education: (Highest
Level Attained)

K. Employment Status:

0 Black 17 Hispanic q White q Other 0 Unknown q Employed q Unemployed q Retired q Unknown

L. Health Care Coverage: Medicare: 0 Part A 0 Part B 0 Medicaid 0 Private M. Does the Patient Speak English?

0 Private lnaurer (Specky ) 0 Veteran with service connected disability 0 Yes 0 No If no’ primary language’
II. HEALTH STATUS

A. Reason for Admission: B. Diagnosis(es)  (Prfncfpal  and Secondary): C. Surgical Procedure(s)

I I
D. Current or Recent Health Problems/Risk Factors that May Affect Post-Discharge Care Needs

[7 Heart Disease c] Head Injury c l Arthritis

0 Lung Disease 0 Alzheimers/Other  Dementias 0 Contractures

0 Renal Disease 0 Parkinsons/Other q Amputations

0 Diabetes Neurodegenerative Disease 0 Pressure Ulcer

0 Cancer cl Phychiatric Disorder c l Obesity

0 CVA c l Chronic Pain c l Food/Fluid Intake Problem

cl
0
0
cl
cl
cl

Falls/Unsteadiness

Impaired Vision

Impaired Hearing

Substance Misuse:

Non-Adherence with Therapeutic Regimen

Other:

E. Level of Consciousness: r-~ Alert (awake,  responsive)
0 Semi-conscious (lethargic, drowsy, obtunded or stuporous) 0 Comatose (unresponsive)

F. Check Those Cognitive/Behavioral Factors that May Affect Post-Discharge Care Needs:

cl
cl
cl

cl

cl
cl

Impaired Orientation (unaware of person, place or time)

Impaired Memory (forgetful to the point of being dysfunctional)

Impaired Comprehension (difficulty in understanding spoken or written

directions

cl

cl

Delusions and& Hallucinations (perceives what does not exist; thoughts of

persecution, paranoia or grandiosity)

Wandering (does not understand territorial constraints, leading to unsafe

situations)

Impaired Expression (dtificulty  in communicating needs verbally or

in wrking)

Impaired Judgment (unsafe self-direction: inconsistency in care decisions)

Depression (appears sad, helpless, hopeless; has difficulty with

concentration. sleep and/or appetite)

0
cl
cl
cl
cl

Agitation (anxiety; restlessness)

Physically Assaultive (strikes self or other, causing dangerous condition)

Suicidal (HX attempts; verbalizes thoughts/plan)

Unusual Behavior (inappropriate verbalization;  reclusiveness;  hoarding)

Other:

G. Additional Information Regarding Patient’s Condition that Affects Post-Discharge Care Needs:

Form HC FA-32 (12-92) Page 1 of 4
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(Minimal assistance defined as induding the need
for supervision, verbal cueing or minimal physical
assistance. Modsrate  assistance implies the need
for physical assistance.)

i
Activities of Daily Living E

Eating (ad of bringing locxl to mouth, chewing and swalbwing)

I I
#

‘1
:
;

i
a

Bathing (bathing body, excluding back and shampooing hair)

Dressing (setting out clothing and dressing entire body,
including necessary prothesis/orthosis)

Toilet Use (use d toilet, urinal, bedpan: indudes cleansing
sett after elimination and adjusting dothing)

Bowel Management (intentional control d bowel movements;
includes use of agents necessary for bowel control)

Bladder Management (intentional control d urinary bladder;
includes use of agents necessary for bladder control)

Transfer (transferring to and from bed, chair or wheelchair:
includes coming to a standing position)

Locomotion (includes walking, once in a standing position;
using a wheelchair indoors)

III.  FUNCTIONAL STATUS
See manual for complete definitions and instructions. Rate observed or reported performance only. Rating assumes patient is able to function safely.

A. Rate Level of Independence for the Following: .! EE B. Additional Asslstive Devices Currently In Use:

Check most frequent mode d locomotion at discharge:  0 Walking 0 Wheel&air

D. Communication

Comprehension (Ability to understand auditory
or visual communication)

0 Able to understand directions

Expression (Ability to communicate
basic daily needs)

q Expresses needs dearly-

q Glasses

:

Dentures

Heating Aid

Cl Other
(Specify)

C. Instrumental Activities of Daily Living (complete
only if considering return to a community residence):

A3al Preparation (indudes cooking food
and setting up meat)

Aedication  Administration
ilephcne  Use
iousekescino
;hcooino
hrndlino  Finances
rransportation  Use

E
4
ii
4
5-

-

-

-

-

-

-

-

Usual Mode(s) of Communication

8
.-f ;p g

3F
cl Can follow directions with minimal u Expresses needs sbwty  or requires U Writing

prompting, repetition minimal prompting 0 Gestures/Sounds
c l Has dlticulty following directions, 0 Expresses needs with diffiwlty. Cl Sign Language

needs constant prompting requiring much prompting

c l 0 Unable to express needs
0 Communimtion  Device

Unable to follow  simple directions

E. List Restrictions that Would Affect Ability to Perform Above Functions:

A. Usual Living Arrangements:

Cl
q
cl
cl
cl

IV. ENVIRONMENTAL FACTORS IN POST-DISCHARGE CARE

House/Apartment

Rented Room

Board and Care/Personal Care Facility/Retirement Home,

Nursing Facility

Other

0 Alone

q WtthSpouse

0 With Others (Specify)

Are noninstitutional living arrangements avaihble? [7 Yes q No

B. Environmental Barriers Comments:

Yes No
Are there barriers to building entry/exit?
Are there internal barriers? (stairs, narrow doorway)
Is toilet/tub/shower accessible?
Is the patient able to access emergency assistance?

Other Barriers (Specify):
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V. NURSING AND OTHER CARE REQUIREMENTS

Check Anticipated Needs for Continuing Care:

A. Therapeutic Needs:

I. Skin: [7 Pressure Ulcer  Care: Stage Site 0 Drainage/Culture Care:

0 Wound Care: Stage Site 0 Drainage/Cufture  Ca re :

2. Nutrition: 0 Therapeutic Diet (Specify)

cl Enteral Feeding: 0 Nasogastrii  0 Gastrostomy Frequency:

3. Hydration:

c l

4. Respiratory: Cl

0
cl
cl

5. Elimination: c l

Parenteral Feeding: Frequency:

Encourage fluids 0 Restrict Fluids

Intravenous Hydration Route: 0 Peripheral Cl Central

Frequency:

Oxygen: Cl Continuous Cl Intermittent Frequency:

Delivery Method and Liter Fbw:

Tracheostomy: 0 Temporary Cl Permanent Frequency of Care:

Suctioning: Frequency:

Ventilator: 0 Temporary 0 Permanent

Urinary Catheter: 0 Indwelling Cl Intermittent

Size: Insertion Date: Irrigation and Frequency of Care:

Ostomy: Type  and Frequency of Care:

Dialysis: 0 Hemo Cl Peritoneal 0 CAPD

6. Administration/Management of Medications:

:
III

::

7. cl
-

Oral

Subcutaneous/Intramuscular: Frequency

Intravenous: 0 Antibiotics 0 Chemotherapy 0 Blood Products

Frequency:

Implanted Pump: Frequency:

Other:

Skilled Nursing Observation:

6. !_f Supervision/Evaluation:

9. c] Other Care Needs:

Treatment Frequency:

B. Patient/Family Educational Needs:

0 Self-Care Activities

Cl Self-Management of Illness

0 Diet Instruction

c l Medication Administration

Cl Ostomy Care

0 Wound Care/Dressing Change

cl Tracheostomy Care/Suctioning

Cl Other

-

A. Source(s) of Support:

I I
VI. FAMILY AND COMMUNITY SUPPORT

I’ B. Community Services Utilized Prior
to Admission:

Type of Support
Relationship (phys ica l ,  psycho-  Availabi(ity  o~~~iO$~ts

kgkal,  social
and/or  economic)

Home Health Services
Homemaker SetViCeS
EquipmentISuppties
Meals to Homebound
Transportation
Adult Day Care
Mental Health Services
Hospice
Respite
Case Management
Other

Primary Support

Name:
Address:

Other Carertiver:

cl NoKnownSupport
C. Additional Assistance Needed (For Home Care):

D. Physician Responsible for Follow-up Care (Name/Phone No.): E. %.sr individual Responsible for Coordinating Care (Name/Phone No.):

Form HCFA-32 (12-92)
I
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VII. PATIENT/FAMILY GOALS AND PREFERENCES
A. Patient’s Goals and Preferences for Continuing Care: C. Religious or Ethnic Practices that May Affect fbeds or Preferences for Continuing Care:

D. Decision-Making  Support:

Durable Power of Attorney
Already Has Desires/Requires

B. FamilyKaregiver’s  Preferences for Continuing Care: for Health Care Dacision-Making
Uving  Will .._......._..........._........._.....
Guardian/Conservator _...._......_....

E. Surrogate Dedsion-Maker (NamdPhone  No.):

A. Therapy/Service Needs:

Nursing

VIII.‘OPTlONS  FOR CONTINUING CARE

Cl Respiratcry  Therapy
B. Durable Medical EquipmentlSupply  Needs:

0 Bed 0 Siderails 0 Trapeze 0 Commode

Physical Therapy

Occupational Therapy

Speech  Tf=ra~

c l  Socialwofk

0 MentalHealth

Cl Other

Walker 0 Wheelchair 0 Oxygen

Other:

q Disable Su@ies:

C. The Following Options are Consistent with the Patient’s Needs:

0 Home (no additional services rwcessaty) c l

0 Relative’s home c l

0 Home with home care services c l

(specify  Type  _) c l

q Outpatient (Specify Type ) 0
q Adult day care

Other community services  (Specify Type )

Rehabilitation facility

Board and care/pemcnal  care facility/retirement home

Nursing Facility

Hospice

D. Needs/Options Have Been Discussed with: Cl patient Cl family/representative c l not discussed

Remarks:

Discharge Planner/Coordinator’s Signature: Date:

Form HCFA-32 (12-92) Page4014
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CHAPTER 1: INTRODUCTION

Section 9305(h) of the Omnibus Budget Rec-

onciliation Act of 1986 (OBRA ‘86) mandated

the development of a uniform needs assessment

instrument (UNAI) by the Secretary of Health

and Human Services.

The enabling legislation directed that a needs

assessment instrument be developed according

to the following parameters:

o it should be capable of evaluating a
patient’s requirements for post-hospital
extended care services, home health ser-
vices and long-term care services of a
health-related or supportive nature;

o it should be capable of being used by
discharge planners, hospitals, nursing
facilities, other health care providers and
fiscal intermediaries; and

o it should include measures of:

- functional capacity;

- the nursing and other care require-
ments necessary to meet healthcare
needs and to assist with functional
incapacities, and

- the social and familial resources
available to the individual to meet
requirements for care.

Use of the term “uniform” in the enabling

legislation suggests the potential to use the needs

assessment instrument in the assessment of pa-

tients’ needs for a variety of post-hospital ser-

vices. The enabling legislation authorized the

Secretary to use his discretion in considering

whether to develop more than one instrument for

use in different situations.

OBRA ‘86 required that the instrument be

developed in consultation with an advisory panel.

The constituency of the panel was specified to

include experts in the delivery of post-hospital

extended care services, home health services and

other long-term care services, as well as repre-

sentatives of hospitals, physicians, skilled nurs-

ing facilities, home health agencies, other long-

term care providers, fiscal intermediaries and

Medicare beneficiaries.

The Advisory Panel on the Development of

Uniform Needs Assessment Instrument(s) was

chartered in May 1987, and 18 members were

Jappointed  by Secretary Bowen  in March 1988.

The Panel roster and a biographical sketch of

Panel members is included in Appendix B of this

report.

The Panel’s charter directed the Panel to

report to the Secretary of Health and Human

Services and the Administrator of the Health

Care Financing Administration (HCFA) on the

instrument(s) developed. Additionally, the char-

ter included a charge for the Panel to make

recommendations on the appropriate use of the

instrument(s), including an evaluation of the ad-

vantages and disadvantages of using the

instrument(s) as the basis for determining whether

payment should be made for post-hospital ex-

tended care services and home health services

provided to Medicare beneficiaries. The Panel

was charged with developing an instrument(s)

that was sensitive to the needs of individual

patients and yet able to be applied across institu-

tions and health care settings. The enabling

1



legislation and Panel’s charter are found in

Appendix A.

The Panel conducted its deliberations during

a thirteen month period. Six meetings were held

from June 1988, to July 1989. Executive summa-

ries of the Panel’s meetings are found in Appen-

dix C. Meetings were open to the public, with

opportunities for public comment. In addition,

the Panel undertook a period of informal review

and comment on its preliminary recommenda-

tions by experts in the health care delivery field.

Feedback from the field was used to formulate

the Panel’s final recommendations to the Secre-

tary.

Staff support for the Panel’s proceedings and

the preparation of this report was provided by

HCFA’s Health Standards and Quality Bureau.

This final report of the Advisory Panel pro-

vides an overview of the issues that shaped the

uniform needs assessment initiative as well as

background information on discharge planning

and continuing care assessment. The report then

summarizes the Panel’s deliberations on the con-

tent of the UNAI, and presents the instrument

itself and recommendations for its use. The

remainder of the report, focuses on additional

considerations associated with the uniform needs

assessment initiative, reflecting on liability im-

plications for providers as well as the potential

use of the UNAI for quality assurance activities,

the generation of a clinically-oriented data base

and the use of the instrument for determining a

patient’s eligibility for Medicare covered

services. The report concludes by offering direc-

2

tions for future study that would be necessary to

implement a uniform system of needs assess-

ment.

It is difficult to determine which measures of

a patient’s needs for care and the availability of a

support system are the critical indicators to iden-

tify options for continuing care in a reliable

manner. However, the real challenge to the Panel

was to design an instrument that had both clinical

validity and sufficient flexibility that it could be

considered as a means of assessing care needs

from a national regulatory perspective.

The remainder of the Panel’s report is pre-

sented in seven chapters:

Chapter 2: Background and Concerns
Leading to the Uniform Needs Assess-
ment Initiative

Chapter 3: Issues in Clinical Assessment
for Post-hospital Care Decision-making

Chapter 4: The Uniform Needs Assess-
ment Instrument: Content Issues

Chapter 5: Recommendations Regard-
ing the Use of the Uniform Needs Assess-
ment Instrument

Chapter 6: Additional Considerations

Chapter 7: Evaluation of the Advantages
and Disadvantages of Using the Needs
Assessment Instrument for Eligibility
Determinations

Chapter 8: Summary and Recommenda-
tions for Further Study



CHAPTER 2: BACKGROUND AND CONCERNS LEADING TO THE
UNIFORM NEEDS ASSESSMENT INITIATIVE

A number of factors converged to create the

legislative environment that called for the

development of a uniform needs assessment

instrument. The decade of the eighties saw

profound transformations in the health care

delivery system. It is difficult to attribute

causality, but changes in health care reimburse-

ment schemes, coupled with changes in facility

case-mix, patient severity, provider practice

patterns and advances in technological

capabilities, provided the fuel for Congressional

concerns regarding quality and access to

necessary post-hospital services for Medicare

beneficiaries.

Provider, professional/clinical and benefi-

ciary communities played a large role in molding

these issues. Clinicians and administrators voiced

the concerns of providers, who felt increased

pressures to perform discharge planning for pa-

tients with complex needs, constrained by often

limited resources. The comments of beneficia-

ries and their families reflected their frustration

and/or fear when confronted with shortened hos-

pital stays and discharge to the community with

continuing care needs that previously may have

been resolved during the course of hospitaliza-

tion. In some cases, post-hospital needs were not

appropriately evaluated; in other cases, an inap-

propriate discharge plan resulted in unmet needs

for continuing care.

While the reality of limited resources had

forced a restructuring of the Medicare

reimbursement system and different utilization

of service patterns, a Congressional investigation

3

found the system lacked many of the safeguards

necessary to ensure that beneficiaries’ needs for

post-hospital care were consistently evaluated

and met. Of note was the lack of a standardized

assessment instrument and process by which to

evaluate a patient’s needs for continuing care.

Congress responded by enacting Section 9305 of

the Omnibus Budget Reconciliation Act of 1986

(OBRA ‘86), which required the development of

a uniform needs assessment instrument by the

Secretary of Health and Human Services, in

consultation with an advisory panel (Section

9305(h)).

This chapter will examine the factors that

shaped the uniform needs assessment initiative.

It will also provide an overview of clinical prac-

tice and operational system issues related to needs

assessment and the larger discharge planning

process in order to examine the context in which

a uniform system of needs assessment could be

introduced.

A. NEEDS ASSESSMENT
PONENT OF THE
PLANNING PROCESS

AS A COM-
DISCHARGE

The assessment of needs for continuing care

is but one aspect of the discharge planning pro-

cess. It is sometimes difficult to distinguish

between the needs assessment itself and the

broader activity of discharge planning; while

generally not appropriate, the terms are some-

times used interchangably.



Much of this chapter focuses on the broader

concepts of discharge planning and other conti-

nuity of care issues to portray the context in

which the needs assessment usually occurs. To

delineate the relationship of the needs assess-

ment to discharge planning, the discharge plan-

ning process is conceptualized as including the

following components:

0 screening;

o needs assessment;

o decision-making:
- identification of patient preferences;
- evaluation of available resources;
- identification of options;
- development of discharge plan;

0 implementation:
- education for self-care;
- generation of referrals; and

o evaluation and follow-up of plan
(Nonemaker, unpublished paper).

The uniform needs assessment initiative en-

compasses the components of screening andneeds

assessment. As envisioned by the Panel, the

needs assessment instrument would be adminis-

tered to patients at high-risk of requiring post-

hospital services, as identified through the screen-

ing process. Needs assessment data would then

be used as the basis for post-hospital care deci-

sion-making and the development of the dis-

charge plan (see Chapter 5).

Screening

Screening refers to the process of reviewing

a patient’s characteristics according to predeter-

mined criteria developed to identify those pa-

tients “at risk” of requiring post-hospital or ex-

tended care services. Generally, all patients are

screened on admission to acute care facilities,

with “high-risk” patients referred for a more

intensive evaluation of their needs for continuing

care. Recognizing that an intensive evaluation is

not clinically warranted for all patients, screen-

ing attempts to maximize resources by predicting

those patients most likely to need continuing

care.

The changes in the health care delivery

system (i.e., as evidenced by changes in patient

acuity and case-mix, length of stay and practice

patterns) that have occurred since implementa-

tion of the Medicare Prospective Payment

System (PPS) have added new importance to the

screening process. The literature is clear that

patients with needs for continuing care must be

identified early so that an appropriate discharge

plan can be developed and implemented when

the patient is medically stable (Terry, 1988;

Cunningham, 1984; Rasmussen, 1984; Kitto  &

Dale, 1985). A number of studies have demon-

strated that early case finding can reduce length

of stay (Fagan, 1984; Rehr, Berkman &

Rosenberg, 1980; Cunningham, 1982).

Traditional “high-risk” screening criteria have

drawn upon patient characteristics such as age,

diagnosis and living arrangements. The

4



literature demonstrates a gradual evolution in the

sophistication of screening criteria, with an in-

creased focus on nursing and other care require-

ments in current high-risk screening systems.

Many facilities have made substantial modifica-

tions in their screening criteria over the past

several years to incorporate the increasing num-

ber of patients that continue to require high-

technology services in a post-hospital setting.

Criteria typically used to identify patients that

may require a needs ‘assessment include:

o Dependence in activities of daily living;

o Age (over 65, especially those over 75);

o Diagnosis with long-term consequences
(e.g., cancer, stroke, chronic renal fail-
ure, diabetes, chronic obstructive pulmo-
nary disease, congestive heart failure);

o Living arrangements (lived alone or
previous situation inadequate);

o Admitted from another facility/level
of care (i.e., nursing home, personal
care home or community facility);

o Decreased orientation and/or level of
consciousness (e.g., comatose, lethargic,
disoriented);

o Nursing and other care requirements:
- Medications (e.g., new to insulin

injections, history of noncompliance,
multiple medications/polypharmacy
concerns);

- Intravenous therapy (e.g., need for
longterm  antibiotics, hyperalimen-
tation);

- Nutritional support (e.g., patients
receiving enteral  feedings);

- Respiratory needs (e.g., ventilator
dependence, tracheostomy  care);

- Wound or pressure ulcer care;
- Care of tubes or other appliances

(foley or suprapubic catheter, new
colostomy or ileostomy, gastros-
tomy  or nasogastric tube); and

o Need for rehabilitative services (patient
receiving physical, occupational or
speech therapy) (Terry, 1988; Rasmusen,
1984).

While facilities generally incorporate some

or all of the above factors in their screening

programs, currently there is no universally appli-

cable approach for determining which patients

will benefit most from discharge planning

(Hartigen, 1987). Experts believe that it would

be difficult to establish uniform screening crite-

ria. What may be an appropriate criterion in a

rural area of the Midwest may be of no value in

reviewing patients in an inner-city teaching

hospital on the east coast. Facilities must

generally tailor their screening programs accord-

ing to the types and characteristics of patients

they treat (P. Hanson, Panel presentation, Sep-

tember 27,1988;  J. Trachtenberg, Panel presen-

tation, September 27, 1988).

A review of screening systems found in the’

literature and current practice demonstrates the

divergent approaches utilized in various facili-

ties. Techniques range in sophistication from

simple checklists made up of a few “yes-no”
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questions to algorithmic systems based on a

comprehensive list of factors.’

Needs assessment

Needs assessment refers to the process of

evaluating the patient’s medical and functional

status according to key factors that influence

continuing care needs and the development of a

viable discharge plan.2 A patient’s present and

projected medical status and care needs are evalu-

ated in conjunction with the psychological, so-

cial, environmental and financial factors that will

influence his or her ability to cope with continu-

ing care needs (Rehr, 1986).

The literature yields little in terms of the

utility, practicality or efficiency of needs assess-

ment instruments developed for clinical use. In

reviewing a number of instruments, Kitto  and

Dale (1985) found they could be categorized

according to two types: extensive lists of patient

characteristics predictive of discharge problems

(a more fully developed screening system as

discussed above) or checklists that combine a

review of patient characteristics or symptoms,

functional status and data on the availability of

family or other social supports and community

resources utilized prior to admission. Ideally,

needs assessment tools should facilitate the col-

lection of patient information that is necessary to

identify extended care needs and also be compat-

ible with the diverse operational systems of vari-

ous facilities (Kitto  & Dale, 1985). The needs

assessment instrument developed by the Panel is

presented in Chapter 4.

Relationshir,  of the needs assessment

to the discharge Dlanniw wocess

The needs assessment provides the

foundation for the development of a discharge

plan. Professional staff are responsible for

performing a needs assessment prior to discharge.

When needs are identified, the facility is obli-

gated to develop and implement a discharge plan

that addresses continuing care needs (see Chap-

ter 6). Documentation should reflect that a

‘Such a system was developed at Lafayette
(Indiana) Home Hospital. A multidisciplinary process is
used to identify high-risk individuals at the time of admis-
sion: patients are evaluated using comprehensive, weighted
criteria, which are summed to provide a classification of
“high”. “medium” or “low” risk for targeting of an
appropriate level of intervention/referral. The system
provides a mechanism for continuous updating, so that the
patient’s risk factor status may change as his condition
evolves. Use of the system is monitored through the
hospital’s quality assurance program (Nice, 1989).

‘The term “needs assessment” is used in the
literature to refer to two different types of assessment
processes. It applies to both a broad-based clinical evalu-
ation to evaluate needs for continuing care as well as an
evaluation to determine eligibility for specific services
covered by a public program or third party payer. There
may be differences in the nature, scope and process used to
perform these two types of assessments, given the differ-
ences in their purposes, The discussion in this chapter
focuses on needs assessment in the clinical setting by
providers responsible for performing discharge planning.
The use of needs assessment instruments to evaluate an
individual’s eligibility for posthospital services is dis-
cussed in Chapter 7.
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comprehensive assessment has been performed

and referrals to appropriate post-hospital or long-

term care providers completed (Simmons, 1986).

The sum of a number of components,

discharge manning,  refers to a multi-faceted “in-

terdisciplinary hospitalwide process that should

be available to aid patients and their families in

developing a feasible post-hospital plan of care”

(American Hospital Association, 1984). In addi-

tion, discharge planning has increasingly been

viewed as an activity that transcends acute care,

or a “set of activities which facilitates the transi-

tion of the patient from one environment to

another” (Society for Hospital Social Work

Directors, 1985). Discharge planning activities

are now more commonplace in nursing homes

(Scheuermann, 1988) and home health agencies

(Coleman, 1988); additionally, Federal require-

ments have begun to address post-acute care

providers’ discharge planning responsibilities

(see Chapter 6).

Needs assessment plays a critical role in

the discharge planning process. While numerous

definitions of discharge planning have been

developed, a review of the literature reveals

many central themes that point to a process of

“identifying people in need, assessing their

needs and the resources available to meet them,

collaborating with other health care profession-

als as well as with the patient and family, and

formulating and implementing a plan of action”

(Blumenfield, 1986, p. 5 1).

B. ROLES AND RESPONSIBILITIES OF

PROFESSIONALS INVOLVED IN *

ASSESSING NEEDS AND PLANNING

FOR DISCHARGE

Historically, the disciplines of medicine,

social work and nursing have been intimately

involved in the needs assessment process. Phy-

sicians, social workers and nurses have defined

their discharge planning responsibilities in their

respective standards of professional practice. The

following summarizes the traditional roles of

these professionals in terms of how they have

viewed their unique contribution to discharge

planning.

Phvsicians

From both a clinical and legal perspective,

the physician has always had a pivotal role in the

discharge planning process. Responsibilities of

the physician include writing the discharge order

and discharge summary, prescription of

necessary drugs and medical equipment,

certification of the plan for home care (if

indicated) and consultation with other profes-

sionals involved in discharge planning.

Additionally, factors such as increased numbers

of frail elderly, reimbursement pressures and the

growth of multidimensional geriatric assessment

technology have contributed to an expanded level

of involvement in discharge planning activities

f o r  m a n y  p h y s i c i a n s  (Rubin, 1 9 8 8 ;

Hazzard, 1987).
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Rubin  (1988) supports the need for a

more proactive role for physicians in the dis-

charge planning process by discussing the fol-

lowing: 1) the physician is generally the identi-

fied continuing care provider and often the only

professional who follows the patient through

multiple levels of care; 2) the physician can

facilitate participation in the needs assessment

process and acceptance of the discharge plan in

that the patient and family perceive the physician

as the primary decision-maker and look to him or

her for guidance; and 3) the physician alone has

the authority to write orders and prescribe a

therapeutic plan.

While physicians assume responsibility

for the discharge plan, other professionals gener-

ally are responsible for assisting with its develop-

ment and implementation. Both social workers

and nurses have been identified in the literature as

responsible for coordination of discharge

planning activities.

Social workers

Social workers point to their expertise in

assessment and counseling, knowledge of sys-

tems and resources, and organizational skills to

support a central coordinating role in discharge

planning. Specific components of the social

work role as defined by the American Hospital

Association’s Society for Hospital Social Work

Directors include:

Development of systems which ensure
timely and efficient identification of
patients who require discharge planning;

Assessment of the psychological, social,
environmental, and financial impact of
illness on patients and families;

Provision of psychosocial services to
patients and families;

Coordination of the contributions of the
health care team;

Development and maintenance of
liaisons with local, State and Federal
resources;

Establishment of systems to monitor and
evaluate the effectiveness of the
discharge planning process; and

Identification of services which are
available to meet the post-hospital
needs of patients and families (1985).

The primary focus of the social worker’s

needs assessment is on social and emotional

factors and the adequacy of resources in the

community; the social worker examines whether

the patient’s prehospitalization living arrange-

ments and routine will accommodate the pre-

scribed medical treatment and nursing care

(Lawrance, 1988).

Nurses

Traditionally, the nurse has played a key role

in the continuum of care, with the scope of

8



nursing practice directed toward assisting pa-

tients maintain or return to an optimal level of

functioning that is consistent with limitations

imposed by the aging process or the presence of

acute or chronic conditions., In terms of needs

assessment, the nurse contributes a holistic orien-

tation and extensive knowledge of physical,

psychological and social aspects of human

growth and development, along with expertise

in specific nursing interventions relative to

identified areas of patient need (Griggs, 1987).

Fitzig  (1988) describes nursing’s contribu-

tion to the needs assessment as follows:

The nurse’s ability to determine the func-
tional level of the patient is instrumental in
the development of a plan of care. The
nurse’s experience in the home and com-
munity enables her to assess the patient’s
and family’s ability to respond appropri-
ately to the identified needs. The nurse is
able to determine what the patient is able to
do and what other support staff can con-
tribute to the patient’s needs in the “nor-
mal” activities of living such as bathing,
dressing, preparation of meals, and eating.
The nurse. . . is able to give direct care and
in addition, determine the gaps in services
and make referrals to other disciplines (p,
95).

Clausen  (1984) addresses the unique

capabilities of the staff nurse, who is “available to

the patient and family 24 hours a day, tracks

every change in the patient’s progress, . . . (and

assesses) what special skills and knowledge pa-

tients will need to function at their best in another

setting” (p. 58). The staff nurse has a pivotal, yet

sometimes underutilized role in discharge plan-

ning; in that he or she is in a prime position to

assess and intervene with complex or subtle

problems that may have been missed by formal

“screening” systems. Additionally, a nursing

data base (i.e., admission assessment) is gener-

ated by a staff nurse for each patient and

typically includes the following types of

“needs assessment” data: health status,

functional status, living environment, support

systems and an evaluation of how well the

patient has been coping at home (Clausen,

1984).

Potential for role conflict

In performing a needs assessment, social

workers have traditionally been viewed as hav-

ing more expertise in social services, while the

competencies of nurses are more in the physical

domain, However, both the social worker and the

nurse bring similar skills to the coordinator/case

manager role (Griggs, 1987),  and roles and

responsibilities have often overlapped in some

areas of needs assessment and discharge

planning.

Although both disciplines acknowledge the

need for the other’s expertise, conflicts have

surfaced over who should assume primary re-

sponsibility for coordinating discharge planning

(i.e., the “turf’ issue). However, with an increase

in the types and volume of clinically complex

situations that discharge planners now routinely

address, spokespersons for both disciplines ac-

knowledge that the other profession’s skills are

needed even more than previously and “there is



enough added responsibility to go around”

(Hospitals, 1986, p. 108).3

Politically, the “turf issue” was not addressed

in the OBRA 1986 provision that requires

discharge planning to be performed by, or under

the supervision of, a registered nurse, social

worker or other appropriately qualified

personnel (Hosnitals, 1986).4  Regulations

restricting discharge planning or performance of

the needs assessment to a particular discipline

would not only be controversial and difficult to

justify from a clinical perspective but also

be an unnecessary hardship on facilities because

of the wide variation in available resources

and discharge planning systems across the

country.

C. IMPACT OF THE REGULATORY

SYSTEM ON THE EVOLUTION

OF DISCHARGE PLANNING

Overview of historical efforts

Though the Prospective Payment System has

given discharge planning increased visibility and

importance, the practice of assessing continuing

care needs as part of discharge planning dates

back to the early 1900s. The first formal pro-

grams were initiated at Johns Hopkins Hospital

(Baltimore) and Massachusetts General Hospital

(Boston) in 1906, where physicians recognized

that there is a relationship between a patient’s

social environment and his illness. Medical so-

cial workers were hired to assess patients and

provide information to the physician so that an

appropriate medical treatment plan could be de-

veloped; social workers also counseled patients

regarding environmental modifications neces-

sary to attain or maintain optimal health

(Lawrance,  1988). A similar program was imple-

mented in 1907 at Bellevue Hospital (New York),

using a nurse to assess patients and arrange for

continuing care services (O’Hare, 1988).

Discharge planning responsibilities remained

largely under the purview of the medical social

worker and public health nurse through the 1950s

(Volland, 1988). Prior to the introduction of the

Medicare program and the Prospective Payment

System in particular, discharge planning remained

a relatively low priority for hospitals; the “real

work” of patient care was viewed as completed

31deologically  and organizationally, the “turf”
issue looms as a potentially destructive factor capable of
inhibiting collaborative discharge planning. However, in
practice, most discharge planning systems function
smoothly at the “grass roots” level through a dynamic
process of interchange and cooperation between nurses
and social workers. In a 1988 random survey of hospital
discharge planning practices, most respondents reported
little conflict between the two groups (Feather).

country. Anecdotally, successful programs shared at least
one attribute: regardless of the discipline assigned primary
responsibility for discharge planning, there was a clear
recognition and valuing of each discipline’s contribution to
the process and a means (formal or informal) to capitalize
on the “differences” between the professions through
appropriate referral and consultation.

4The Panel drew upon the same philosophy in
In a similar vein, the Panel.examined  a large developing recommendations regarding the

number of discharge planning programs across the needs assessment instrument (see Chapter 5).
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by the point of discharge, with the final discharge

documentation completed primarily for reim-

bursement purposes (Feather & Nichols, 1985).

Effect of Medicare wogram  on dischawe

planning

While the importance of discharge planning

was recognized by clinicians in the early 19QOs,

discharge planning lacked visibility until it was

legitimized by the public sector with the enact-

ment of the Medicare and Medicaid programs in

1965 (Volland, 1988). The government’s desire

to expand access to necessary and appropriate

services as well as assure their quality fostered

the advancement of discharge planning services.

Recent amendments to the Title XVIII and XIX

programs have resulted in an environment where

discharge planning and other continuity of care

programs are viewed as critical underpinnings

necessary for the integrity of the health care

delivery system.

Efforts to contain risinp  health care cost%

The original Medicare legislation required

the establishment of a utilization review commit-

tee in every hospital to review the appropriate-

ness of services and lengths of stay. Growing

Congressional concerns regarding the Federal

government’s burden to finance increasing Medi-

care program costs resulted in the passage of

Public Law 92-603 in 1972, which created the

Professional Standard Review Organization

(PSRO) program. PSROs were charged with

monitoring: 1) the necessity and cost of services;

and 2) that services were of a quality that met

professionally recognized standards of care

(Webber, 1988).

For example, necessity was reviewed in rela-

tion to the level of care that was indicated by the

patient’s medical status and care needs. If deter-

mined by the PSRO nurse and/or physician re-

viewer that the patient’s care could be provided at

home or in an extended care facility, all or part of

Medicare reimbursement for hospital charges

could be denied. This placed pressure on hospi-

tals to discharge patients promptly and rein-

forced the need for effective discharge planning

programs, which could facilitate discharge to the

community or transfer to an extended care facil-

ity as soon as the patient’s medical condition

would allow. Early PSRO guidelines and the

threat of financial sanctions for medically unnec-

essary hospital stays therefore encouraged the

development of discharge planning systems and

procedures within hospitals (O’Hare, 1988;

Volland, 1988).

However, utilization review via the PSRO

program was not successful as a cost containment

measure. Efforts to refine the medical review

process led to the enactment of the Tax Equity

and Fiscal Responsibility Act (TEFRA) of 1982,

which repealed the PSRO program and estab-

lished the Peer Review Organization (PRO) pro-

gram (Webber, 1988). Concomitant efforts to

contain the dramatic rise in the Federal

government’s health care expenditures led to a
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fundamental change in the Medicare program’s

method of payment for acute hospital services

(Volland, 1988). The Social Security Amend-

ments of 1983 (Public Law 98-2 1) ushered in the

Medicare Prospective Payment System (PPS).

Rather than reimburse hospitals on a cost-based

retrospective system, this legislation changed the

method of payment so that hospitals would be

reimbursed prospectively, with rates based upon

diagnostic related groups (DRGs). Reimburse-

ment changes under PPS were phased in,

beginning October 1983. 5

The new Medicare payment methodology

created added incentives for hospital providers to

control costs and thereby focused additional at-

tention on the need for effective discharge plan-

ning. A prime target of cost containment efforts

was the elimination of medically unnecessary

hospital days, which had the effect of increasing

the provider’s cost to render services. Under

PPS, hospitals have a financial incentive to send

patients home sooner, as reimbursement rates are

based on diagnosis, rather than actual costs.

Discharge planner’s caseloads increased as the

necessity of effective discharge planning to the

financial well-being of hospitals was realized.

Discharge planning programs also received

more visibility through a refocusing of regula-

tory quality assurance efforts, as the P R OS’

role in monitoring quality received increased

attention after the implementation of PPS. Subse-

quent Congressional concerns regarding quality

of care focused attention on the need to heighten

quality review efforts and led HCFA to mandate

application of generic quality screens to each

case reviewed by the PROS as part of the second

round of PRO contracts in 1986 (Webber, 1988).

Through this process, PROS began to exam-

ine a beneficiary’s medical stability at the time of

discharge as well as the adequacy of discharge

planning (see Chapter 6). Additionally, the need

for appropriate discharge planning was high-

lighted as a means of preventing unnecessary

readmissions, one of the quality indicators re-

viewed by the PROS. Studies have shown that

40-50%  of readmissions have been linked to

social problems and lack of community services

(Mason, Bedwill  & Vanerzwaff, 1980; Andrews,

1986; Gooding & Jette, 1985; Graham & Livesley,

1983; Robinson, 1983).

While recent amendments to the Social Secu-

rity Act have played a large role in creating the

Congressional mandate to develop a uniform

needs assessment instrument, a number of previ-

ous standards and regulations have also influ-

enced the evolution of discharge planning

practice.

Dischawe planning standards and remlations

Section 1861 of the Social Security Act stipu-

lates that hospitals receiving reimbursement un-

5Much  has been written on the establishment of
the Prospective Payment System and the resultant effects
on the health care delivery system, but a complete

discussion is beyond the scope of this report. An excellent
overview is available in The impact of DRGs on the health
ca re  industri (Balinsky & S ta rkman ,  1987) .
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der the Medicare program must meet certain

requirements specified in the Act and that the

Secretary of Health and Human Services (HHS)

may impose additional requirements found nec-

essary to ensure the health and safety of hospital-

ized Medicare beneficiaries. Accordingly, the

Conditions of Participation, regulations setting

minimum health and safety standards for

Medicare participating hospitals, were promul-

gated in 1966 and substantially revised in 1986

(IoM,  1990).

The first Medicare Conditions of Participa-

tion for hospitals required discharge planning

under the Social Service Condition. When the

Conditions were revised in 1986, the Social Ser-

vice Condition was deleted and social work and

discharge planning requirements were moved

under the Quality Assurance Condition at 42

CFR 482.21(b), standard: medically related pa-

tient care services. That requirement states:

The hospital must have an ongoing plan,
consistent with available community
and hospital resources, to provide or make
available social work, psychological, and
educational services to meet the medi-
cally-related needs of its patients. The
hospital also must have an effective, ongo-
ing discharge planning program that fa-
cilitates the provision of follow-up care.
(1) Discharge planning must be initiated in
a timely manner. (2) Patients, along with
necessary medical information, must be
transferred or referred to appropriate fa-
cilities, agencies, or outpatient services, as
needed, for follow-up or ancillary care.

hAs of late 1988, Arizona, California, Connecti-
cut, Massachusetts, New Jersey and New York passed
discharge planning related legislation; New York and
Massachusetts are generally viewed as having the most
prescriptive requirements. Arkansas, Florida, Iowa,

Changes in Federal discharge planning

requirements were mandated by OBRA ‘86. Sec-

tion 9305(c) provides additional structure and

process standards regarding the screening pro-

cess, discharge planning evaluation (i.e., needs

assessment), and the development and imple-

mentation of the discharge plan. Proposed regu-

lations were issued June 16,1988  (see Chapter 6).

A number of States have recently enacted

discharge planning legislation. A 1988 survey

found that six states had passed such legislation

while five others were considering bills or con-

ducting preliminary investigations. There are

wide variations in the legislative provisions that

have been enacted, which range from a general

requirement to have a discharge plan to detailed

mechanisms and procedures for the discharge

planning process. Other States have not enacted

specific legislation but have added discharge

planning to hospital licensure requirements. 6

In many cases, new State requirements were

the result of lobbying by senior citizens and other

consumer groups (Discharge Plannim Uudate,

1988).

There has also been a refinement of Joint

Commission on Accreditation of Healthcare

Organizations standards related to dischargeplan-

ning over the years. The Joint Commission has

traditionally addressed the discharge planning

responsibilities of both social workers and nurses

according to:

Mississippi and Virginia were considering legislation. States
such as Maine and Washington added hospital licensure
requirements pertaining to discharge planning (Discharge
Planning Undate, 1988).
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o evaluation of the patient’s needs and
capacity for self-care;

0  pa t ient and  f ami ly  educa t ion ;

o monitoring and evaluation of the dis-
charge plan; and

o reassessment of discharge planning poli-
cies and procedures (Joint Commission,
1989).

Additionally, the increased importance of

discharge planning is reflected in the augmenta-

tion of related standards under Management and

Administrative Services (Joint Commission,

1989). The intent of the standards is to consoli-

date many of the requirements for specific ser-

vices, with hospitals required to have hospitalwide

policies and procedures for discharge planning

(Nash, 1988).

Joint Commission requirements specify that

an accredited hospital’s policies and procedures

must include methods for the early identification

of patients who require discharge planning as

well as specify the roles of the licensed indepen-

dent practitioner responsible for the patient, other

appropriate staff and the patient/family in the

initiation and implementation of the discharge

planning process. The discharge plan, which

contains an assessment of the availability of

appropriate services to meet the particular

patient’s needs, must also be documented in the

medical record (Nash, 1988).

Previous requirements related to discharge

planning remain in effect to address department/

service specific issues. New discharge planning

standards became effective for accreditation sur-

vey purposes January 1988 (Nash, 1988).

Additional standards regarding discharge

planning have been developed by the American

Hospital Association’s Society for Hospital So-

cial Work Directors’, the National League for

Nursing’ and the American Association for

Continuity of Care. 9 Despite growth in the

development of professional standards

and regulations governing discharge planning,

however, the potential for an incomplete or

inappropriate evaluation of continuing care needs

remains due to a lack of standardization in the

content and administration of the needs

assessment and discharge planning process.

‘The Society for Hospital Social Work Directors
(SHSWD) of the American Hospital Association (AHA)
has contributed to the development of or authored a number
of publications containing discharge planning standards or
guidelines, including: DischarPe  Planning for Hosnitals
(AHA,  1974); Discharge Planning: Direct Patient Services
(SHSWD, 1980); AHA Guidelines for Discharge Plan-
-, (AHA, 1984); and The Role of the Social Worker in
Discharge Planning: Position Statement (SHSWD, 1985).

81n August 1966, the Steering Committee of the
National League for Nursing (NLN), Division of Nursing
Services, issued one of the first sets of recommendations
regarding continuity of nursing care (O’Hare, 1988).

‘Discharge planning standards of practice were
developed by a committee of the American Association for
Continuity of Care (AACC) and approved by the general
membership in December 1986 (O’Hare, 1988).
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D.  VARIATIONS IN DISCHARGE

PLANNING PRACTICES

Much variation in discharge planning

systems and practitioners exists across the

country. The following provides a brief look at

the diversity found in clinical practice.

Overview of current discharpe  Dlanning

systems

Lead responsibility for discharge planning

has generally shifted between the nursing and

social work professions, with the following

models of discharge planning systems

traditionally found in practice settings:

Physicians and nurses assess needs for
post-hospital care, with implementation
of the discharge plan by a discharge
planner;

Unit-based social workers collaborate
with staff nurses to identify needs for
post-hospital care, with responsibility
for implementation of the plan based on
the type of care needed (e.g., nurses
arrange for horn e care, social workers
arrange for nursing home care);

Physicians and nurses assess needs,
with referral to the social worker who
assumes responsibility for addressing
needs (e.g., arranging transportation
or nursing home referral, consultation
with patient and/or family); and

.5

o A designated discharge planner, usually
a nurse, assumes responsibility for
continuity of care activities (i.e.,

/
functioning relatively autonomously,
the discharge planner screens patients,
performs a needs assessment, develops
and implements a discharge plan)
(Reichelt & Newcomb, 1980).

Increasingly, there has been a transition to-

w a r d s  a more comprehensive and

multidisciplinary approach to discharge plan-

ning. Generally recognized as the preferred

approach, this model draws upon the knowledge

and expertise of all appropriate health profes-

sionals to identify and meet the, post-hospital

needs of patients. Physicians, nurses, social

workers, therapists, dietitians and other profes-

sionals identify needs, while the social worker is

responsible for identifying and arranging for ap-

propriate services (McNulty,  1988).

Regardless of whether multidisciplinary par-

ticipation in discharge planning is an expectation

of the facility, the various disciplines bring unique

expertise to the needs assessment. Though

physicians, nurses and social workers have

generally taken the lead in discharge planning,

appropriate disciplines (e.g., dietitians,  physical

or occupational therapists) should be consulted,

depending on the specific needs of the patient.

Z a r l e  ( 1 9 8 8 )  v i e w s  a  c o o r d i n a t e d ,

multidisciplinary approach to discharge plan-

ning as a basic patient right and underscores the

need for professional recognition and valuing of

other health care disciplines necessary for the

process.



The majority of current discharge planning

programs could probably be classified under one

of the above models. However, program charac-

teristics are affected by several factors, including

the size and geographical location of the hospital,

as well as the staff organization, the case-mix of

patients and the number and type of resources

available in the community. Modifications and

adaptations are particularly prevalent in small or

rural hospitals, where a staff member may be the

designated discharge planner in addition to per-

forming a number of other responsibilities; for

example, the rehabilitation therapist may be as-

signed responsibility for discharge planning as a

part of his or her more traditional patient care

responsibilities (McNulty,  1988).

Secondary to the environmental forces

that heightened the importance of discharge

planning, there has been a dramatic increase in

discharge planning activities at most hospitals

during recent years. Preliminary results from a

three year study lo revealed that 56% of discharge

planners reported that discharge planning ser-

vices have been added since 1984; 73% of hospi-

tals reported instituting new discharge planning

policies or procedures since the implementation

of Prospective Payment; and 96% of hospitals

reported an increase in the workload of discharge

planning staff. However, 49% reported that the

number of discharge planning staff had either

remained the same or decreased since 1984

(Institute for Health and Aging, 1987).

Other changes in organizational structures

reflect the trend towards specialization. Most

facilities still house responsibility for discharge

planning in the social services department. Sur-

‘vey results from 1987 indicate that responsibility

for discharge planning rests with the social ser-

vices department for 72% of respondents. Other

departments assigned responsibility for discharge

planning include: patient services, 7%; discharge

planning, 5%; nursing, 1%; and other, 15%

(Institute for Health and Aging).

However, an increasing number of facilities

are moving towards formalizing multidisciplinary

participation by creating separate discharge plan-

ning or continuity of care departments, which

generally consist of teams of nurses and social

workers that specialize in discharge planning.

Other facilities combine resources to perform

related functions and house responsibility for

discharge planning in an administrative depart-

ment such as quality assurance, utilization

review, risk management or admissions

(O’Hare, 1988).

The nation has also witnessed the evolution

of discharge planning specialists/coordinators

‘This  three year multicommunity study was con-
ducted to examine the effects of Federal and State medical
care cost containment policies, in particular the Medicare
Prospective Payment System, on organizations that deliver
health and social services to the elderly. This study was
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as well as the emergence of specialization within

discharge planning.” In a 1988 survey of

hospitals, 51% had personnel whose only

responsibility was discharge planning (Feather).

Organizationally, the concept of discharge

planning has undergone a change in its emphasis

to reflect a greater concentration on providing for

“continuity of care,” with hospitals beginning to

operate more on a continuing care model rather

than exclusively on an acute care mode1.12  For

patients with chronic health problems, a hospital-

ization is viewed as one in a series of episodes in

the patient’s “care trajectory;” such patients

require assistance to facilitate movement to ap-

propriate levels of care along the health care

continuum (R. Kane, Panel presentation, August

3, 1988).

Two models exist to characterize the provi-

sion of continuity of care. Patient needs can be

categorized into two different groups: 1) short-

term/long-term care (STLTC) refers to those

patients who require temporary support; 2) long-

term/long-term care (LTLTC) refers to those in

need of permanent or extended support

(Brody & Magel,  1984).

“For example, specialization within the field of
discharge planning has occurred, with some discharge
planners focusing on particular patient populations, such as
oncology, AIDS, Alzheimer’s Disease and otherdementias,
etc. Other discharge planners concentrate on particular
aspects of discharge planning as dictated by the needs of
their employers, which have expanded to include Health
Maintenance Organizations (HMOs),  case management
firms, and third party payers. Other discharge planners
work in non-traditional settings, such as the community
and long-term care settings.

‘“This movement was facilitated by the increase
in vertical integration of services that occurred after the
implementation of PPS. Entry into community or institu-
tionally based long-term care began to provide many

17

Discharge planning plays a key role in ad-

dressing short term problems, with Medicare and

commercial insurances providing the major

sources of funding. Case management services

play a larger role in addressing long term needs,

as evidenced by experiences with social/health

maintenance organizations (SHMOs) and

channeling demonstration projects. Financial

support for such services is more limited and

is primarily reimbursed through Medicaid

and private pay (Volland, 1988).

Increased attention to the establishment of

linkages across various types of care settings is

necessary for the development and utilization of

appropriate post-hospital services and resources

(O’Hare, 1988). A number of hospitals have

responded to this challenge. However, at the

other end of the spectrum, some facilities,

especially those in rural or isolated areas of the

country, report a limited availability of post-

hospital services and/or difficulties in

arranging access to post-hospital services. A

GAO study found that few discharge planners

report having no problems in arranging access to

post-hospital care for Medicare beneficiaries.

hospitals with a much needed source of operating revenue
to replace their shrinking in-patient income. Services such
as private duty home nursing, home pharmacy and durable
medical equipment were particularly attractive to organi-
zations seeking a vertically integrated continuum of care.
From a marketing perspective, such a coordinated care
system could also assist the facility in maintaining their
patient base, rather than losing clients after discharge to a
more traditional post-acute care provider.

A number of hospitals have elected to either
create or purchase a program/facility or to enter into a
partnership with a community agency. Discharge planning
systems, therefore, have taken on increasing importance as
a means to capitalize on the utilization of necessary
posthospital services.



More than half of the discharge planners re-

sponding to a nationally representative survey

reported that access to necessary post-hospital

services was more limited in 1985 than 1982,

with an increase in the number of patients

experiencing prolonged hospitalizations

secondary to the need to wait for appropriate

placement (GAO, 1987).

PreDaration  of dischawe Dlanners

Recent  surveys  provide  addi t ional

information regarding discharge planners that

elucidates the lack of standardization regarding

the preparation of discharge planners. Results

from a 1987 survey indicate that most designated

discharge planners are social workers,13  although

8 1% felt they functioned as a member of an

interdisciplinary patient assessment and

monitoring team (Institute for Health and

Aging, 1987). Another survey of 548

randomly se lec ted  hospi ta ls  in 1988.

found that discharge planning is primarily a “learn

a s  y o u  g o ”  o c c u p a t i o n ,  w i t h  o n l y

3 5 %  o f  r e s p o n d e n t s  h a v i n g  s p e c i a l

training in discharge planning when they

assumed their responsibilities (Feather).14

A review of the literature reveals the

extensive knowledge required to perform dis-

charge planning. Common threads required

by discharge planners, regardless of their

professional background, include the ability

to perform a needs assessment, develop and

implement a discharge plan and knowledge

of post-hospital resources. More specifically,

physical assessment skills and clinical

knowledge regarding care needs are important

as is knowledge of psychosocial assessment

and counseling skills (Poe, 1990), though

actual knowledge, abilities and interest

around these areas are often dependent

upon the individual discharge planner.15

Discharge planners must remain abreast of

current and proposed legislation as well as regu-

lations affecting discharge planning. They also

require a good understanding of public and third

“As reported through the survey, 17% of dis-
charge planners were registered nurses, 1% licensed prac-
tical nurses; 64% Master’s level social workers: 11%
Bachelor’s level social workers; and 7% other personnel.

for Discharge Planning and Continuity of Care (a week
long intensive seminar) and the American Hospital
Association’s Society for Hospital Social Work Director’s
Annual Discharge Planning Symposium.

i4Despite  the increasing body of knowledge needed
by discharge planning professionals, very few colleges or
universities currently offer programs or coursework re-
lated to discharge planning. One new and innovative
program is the Continuity of Care Nurse Specialist Project
in the Graduate School of Nursing at the Catholic Univer-
sity of America (A. Cary, personal communication, June
1989).

However, a number of continuing education pro-
grams are available for discharge planners, many of which
are offered on an annual basis, such as the National Institute

8

15A debate regarding whether there is a body of
knowledge necessary to perform discharge planning has
occurred within the field for at least the past five years. The
development of a certification exam for discharge planners
was first proposed by then American Association of Con-
tinuity of Care (AACC) President Agnes McBroom in
1985, but tabled due to a lack of interest by the membership
(Poe, 1990). AACC is again exploring certification and has
appointed a Committee to spearhead the development of a
certification examination (J. Feather, personal communi-
cation, June 1990).



party payer funding mechanisms and eligibility

criteria, as knowledge of benefits and resource

limitations dramatically affects the development

of viable options for post-hospital care. Addi-

tionally, they must be knowledgeable regarding

the availability of services and other resources

available from Federal, State and local programs

as well as religious, private and other community

resources (McCarthy, 1988).

Skills required in the discharge planning role

include: teaching ability, verbal and written

communication skills, flexibility and assertiveness

(McCarthy, 1988). Good interpersonal skills are

necessary to workeffectively with patients, fami-

lies and other members of the health care team.

Also paramount is the ability to coordinate the

decision-making process and its related docu-

mentation as well as navigate the complex orga-

nizational environment and community system

in which discharge planning occurs.

A recent study of complications in discharge

planning with Medicare patients underscores the

complexity of discharge planning and highlights

the importance of professional skills in address-

ing problems routinely encountered in the dis-

charge planning process (Proctor & Morrow-

Howell, 1990).16  In this study, at least one com-

plication occurred in 61% of cases, with 37%

experiencing two or more complications. The

scope of knowledge and sophistication needed to

perform discharge planning is apparent, given the

myriad of skills and abilities necessary to coordi-

nate communication and decision-making among

patients, families, medical staff, community ser-

vices and reimbursement sources. Yet, effective

discharge planning requires more than textbook

knowledge, as planners must be responsive to

each individual’s unique needs and support struc-

ture, as well as routinely deal with new problems

and an evolving health care delivery system.

Relevant issues for imDlementation of a

uniform svstem of needs assessment

The wide variation in the state-of-the-art must

be considered when formulating recommenda-

tions regarding needs assessment and the

discharge planning process. Facilities dictate

‘6Proctor  and Morrow-Howell defined complica-
tions in discharge planning as impediments which posed an
obstacle to the course of planning for posthospital care.
Complications encountered in discharge planning were
categorized according to: financial impediments; patient
confusion or dementia making decision-making difficult;
lack of family availability; difficulties in working with the
patient or family (patients who would not participate in
discharge planning, did not follow suggestions or requests
or would not consider posthospital care options; family
members who were indecisive or unwilling to engage in
planning); unexpected medical developments; Medicare or

Medicaid guidelines (coverage restrictions or lack of clar-
ity about covered services); lack of communication among
team members; family disagreement/conflict; transporta-
tion problems; team disagreement regarding the patient’s
psychosocial situation and/or care needs; forms not com-
pleted in a timely fashion (e.g., hospital, third-party or
discharge destination forms); delay in targeting discharge
date; professional workers unavailable (other hospital or
community professionals were not available for consulta-
tion or completion of arrangements); and other complica-
tions, such as necessary services that were not available
(1990).
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responsibility for discharge planning in a number

of ways and there are numerous possibilities

regarding the interrelationships of the various

disciplines involved in the discharge planning

process. Operationally, there may or may not be

a designated discharge planner available to per-

form a needs assessment and follow through with

the development and implementation of the dis-

charge plan. Responsibility for the needs assess-

ment may be assigned to a department whose

staff has numerous other functions or to a

multidisciplinary team. Clearly, a uniform needs

assessment instrument must be capable of

accomodating these diverse operational systems

and of use by various disciplines and profession-

als with divergent backgrounds and levels of

expertise (J. Trachtenberg, Panel presentation,

September 26,1988;  P. Hanson, Panel presen-

tation, September 26, 1988).

Little standardization has existed in discharge

planning programs, practitioners and processes.

Lack of standardization does not necessarily imply

a problem. Facilities must retain the ability to

develop discharge planning programs that: 1)

from a clinical perspective, address the unique

needs of their patient population; and 2) from a

management perspective, make the best use of

available resources. As such, some aspects

of the discharge planning process are not

amenable to standardization.

However, safeguards to ensure the appropri-

ateness and quality of care provided to patients

are necessary and have long been a part of the

Medicare program. The potential for deficits in

necessary post-hospital care and poor patient

outcomes increased with the introduction of the

Prospective Payment System; hence the impetus

for the development of a uniform needs assess-

ment instrument.

E. ENVIRONMENTAL FACTORS

The regulatory system has clearly played a

major role in influencing the evolution of the

health care delivery system and enhancing the

importance of discharge planning. Concomi-

tantly, other environmental factors have

highlighted the need to focus attention on

trans i t ional  care  i ssues  and develop

mechanisms to ensure the provision of

appropriate post-hospital services.

Chawes in wovider Dractice  Datterns and

case-mix

The impact of PPS on acute care lengths of

stay (LOS) and provider practice patterns has

been well documented. The subsequent reduc-

tion in hospital lengths of stay after the introduc-

tion of PPS has meant that the discharge planning

process became more concentrated, with less

time available to identify and plan for continuing

care needs. Additionally, there has been an

increase in the complexity of post-discharge care

needs, with discharge plans now required for

many sub-acute problems (i.e., to address needs

for skilled or supportive care) that may previ-
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ously have been resolved prior to discharge.

For example, studies have shown that pa-

tients are now discharged from acute care with

higher levels of functional dependency (Coe,

Wilkinson & Patterson, 1986; Guterman & Dob-

son, 1986;‘Berenson & Pawlson, 1984). Prior to

PPS, beneficiaries may have remained in the

hospital for a few additional days to regain strength

after surgery or a debilitating illness; with shorter

lengths of stay after the introduction of PPS,

patients’ needs for supportive assistance

increased after discharge. Additionally, the

provision of much skilled care shifted to sub-

acute or community settings, which increased

discharge planners’ responsibilities in arranging

for care (e.g., such as arranging for home health

agency services for the administration of long

courses of intravenous (IV) antibiotics).

Altogether, this has further underscored the

importance of operating an effective discharge

planning process (O’Hare, 1988).

Exr>ansion of Dost-homital  services-response

to thawing incentives

A number of factors have spurred the

expansion of post-hospital services. I7 Changes

in Medicare coverage criteria for post-hospital

services in the early 1980s increased the number

of providers offerring post-hospital services as

well as service utilization rates. For example, in

July, 1981, home health agency benefits were

liberalized to remove the limit on number of

visits and prior hospitalization requirements

(Barhydt-Wezenaar, 1986).

The advent of PPS, with its stimulus to shift

care from the acute care hospital to alternative

settings, also fostered the development of post-

hospital services. An increasing number of acute

care facilities began extending their traditional

concentration on inpatient services to encompass

a comprehensive range of health care services.

The development of “alternative site” programs

and services was driven by the need to reduce

hospital costs and enhance revenue as well as the

use of other marketing strategies designed to

capitalize on the incentives associated with PPS.

Home health agencies and hospital-based skilled

nursing facilities were often designed to meet the

needs of the “high tech” discharge. Such pro-

grams offerred  hospitals a sub-acute care altema-

tive for the provision of services such as IV

antibiotics, chemotherapy, Total Parenteral Nu-

trition (TPN), naso-gastric tube feedings and care

of individuals requiring artificial ventilation via

a respirator. Providing such care in the home or

in a skilled nursing facility could reduce a num-

ber of days from the hospital stay of a Medicare

patient, thus turning a financial loss under PPS

into a potential gain.

“A complete discussion of trends in the utiliza-
tion of posthospital services by Medicare beneficiaries is
beyond the scope of this report. Gornick and Hall (1988)
provide an excellent discussion of skilled nursing facility,

home health agency and inpatient hospital rehabilitation
benefits under the Medicare program and the use of these
benefits after a hospital stay.
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Other traditional in-patient services have

shifted to ambulatory care settings. There has

been a dramatic increase in the utilization of

ambulatory surgery centers and the types of

procedures now routinely performed as an

outpatient. This also has impacted on the number

and variety of beneficiaries’ needs for after-

care during convalescence. For example, while

cataract surgery may be performed safely on an

outpatient basis, the patient may be discharged

home immediately after surgery requiring addi-

tional assistance for several days. The scope and

type of the assessment done prior to discharge

to the community varies considerably, with

the beneficiary at risk if needs are not appropri-

ately identified and planned for, particularly if

no informal support is available to assist in

coping with incapacities resulting from the

surgery.

Advances in medical technologv

Continual advances in medical technology

reinforced the need for more sophisticated sys-

tems to prepare patients for frequently complex

post-hospital care regimens. Growth in life-

sustaining technologies and surgical procedures

such as total hip replacement, cardiac bypass and

organ transplantation, as well as the expanded

use of infusion therapies, including IV antibiot-

ics, chemotherapy, TPN and other medications

delivered intravenously through continuous or

periodic infusion, have reinforced the need to

identify and plan for continuing care needs early

during the course of hospitalization. By shifting

the use of such technologies to post-acute care

settings, thorough assessments to determine an

individual’s care needs and the availability of

family and community support services have

become even more critical to the ultimate reha-

bilitation, convalescence and safety of the indi-

vidual after discharge to the community.

Effectg

@-J&s

A decrease in length of stay means that pro-

fessional staff have less time to complete the

discharge planning process (i.e., target patients in

need of discharge planning, perform a needs

assessment, and develop and implement a dis-

charge plan). There is less time available to

educate individuals and their families regarding

self-care activities as well as to generate referrals

for necessary services. While programs strive to

increase their efficiency, there are limits to how

much the discharge planning process can be

shortened and still provide an accurate assess-

ment of continuing care needs and arrange for an

appropriate discharge plan. Additional resource

constraints (such as decreases in program bud-

gets secondary to institutional downsizing or

cost-containment measures) create yet another

hardship for discharge planning professionals.

Stressors on the discharge planning process

are summarized as follows:

Hospitals have been buffeted by major
changes in their internal operating envi-
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ronment. Efforts to identify and to correct
problems are complicated by the shrinking
length of stay, a higher patient acuity level,
staffing shortages, rapid turnover of em-
ployees and the increasing use of part-time
and hourly workers. . . . In addition, the
hospital is increasingly subject to external,
community factors that can dramatically
affect how and how well it operates. For
example, the urban hospital has been
stressed by AIDS, the drug epidemic with
its related trauma, premature births, child
abuse, lack of long-term care beds, aban-
donment of elderly dependents, increasing
numbers of uninsured patients, and grow-
ing numbers of non-English speaking pa-
tients. Hospital efforts are also compli-
cated by the absence of an integrated insur-
ance program for the elderly that covers
both acute and long-term care beds. This
encourages discontinuity of care and com-
munication gaps across settings of care
that affect both the quality and efficiency
of care (IoM, 1990, p. 245).

Thus, environmental factors both compli-

cate the discharge planning process and detract

from the clinician’s ability to perform an ad-

equate needs assessment. Yet, these same envi-

ronmental factors underscore the critical nature

of the needs assessment in ensuring that diverse

and complex continuing care needs are appro-

priately identified and provided for.

Evaluation of the adeauacv of dischawe

planning:

Most studies of discharge planning have

focused on issues surrounding the dischargeplan-

ning process, such as efficiency. Little research

has been done to evaluate the effectiveness of this

process or the adequacy of discharge plans. Ad-

equacy of discharge planning can be assessed in

terms of the plan’s ability to meet both medical

and psychosocial needs at the time of discharge

as well as the plan’s appropriateness in meeting

needs over time.

A recent study by Morrow-Howell, Proctor

& Mui revealed that over 70% of a sample of

plans were rated as good or excellent to meet

medical and psychosocial needs at discharge.

However, over 25% of Medicare patients were

discharged with plans rated barely adequate or

worse, suggesting a sizable number of beneficia-

ries at risk after discharge (in press).18

Additionally, little is known about the long-

range effects of discharge planning. Most hospi-

tal-based discharge planning programs do not

follow individuals after discharge to evaluate the

effectiveness of discharge plans in meeting an

individual’s medical and psychosocial needs. An

evaluation of the appropriateness of discharge

plans can only be made indirectly based on infor-

mation about readmission rates. A GAO study

contended that, although critically important, the

relationship between discharge planning and

patient outcomes remains unclear and warrants

additional investigation, particularly for various

patient types (i.e., in terms of age, diagnosis and

level of functional dependence) and discharge

destination (1986).

18Proctor  & Morrow-Howell are currently study- Agency for Health Care Policy and Research (study ab-
ing the adequacy of community-based care plans forchroni- stract;  N. Morrow-Howell, personal communication, June
tally ill Medicare beneficiaries discharged from acute to 1990).
home care, under a grant from the Public Health Service’s
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Summarv

Despite growth in professional standards and

regulatory requirements, there remains a lack of

standardization in needs assessment and

discharge planning services. The importance of

programs and systems to foster continuity of care

has received a great deal of recognition.

However, the rising acuity of patients receiving

care, as well as epidemiological changes in the

case-mix of patient populations (i.e., as evidenced

by an increased incidence of chronic, terminal

and disabling illnesses), have pointed to the need

for increasingly knowledgeable discharge

planning professionals and sophisticated

systems to promote coordination of post-acute

care service provision.

F. CONGRESSIONAL CONCERNS RE-

GARDING THE ADEQUACY OF

DISCHARGE PLANNING FOR THE

POST-HOSPITAL N E E D S  O F

PATIENTS

The uniform needs assessment initiative was

one of a number of OBRA 1986 provisions under

the general heading “Improving Quality of Care

with Respect to Part A Services.” It was enacted

during the height of public concern surrounding

the effects of the Medicare Prospective Payment

System, I9 despite the provider community’s

claim that there was no hard evidence to support

charges that hospitals were discharging patients

too early or that there were serious quality of care

problems (Discharge Planning Undate, 1988).

The impetus for this legislation began in

February 1985 as a result of a GAO report*O  and

Senate Special Committee on Aging investiga-

tion, which found that Medicare beneficiaries

were being discharged, or had the potential to be

discharged “quicker and sicker,” and to

inappropriate levels of care (B. Fuchs,

Panel presentation, June 1, 1988).

Senate Apinsx  Committee’s Oualitv of

Care Hearines

During the fall of 1985, a series of hearings

was held by the Senate Special Committee on

Aging in response to concerns regarding the

impact of DRGs  on the quality of care received

by Medicare beneficiaries. Chaired by Senator

John Heinz, The Quality of Care Under

Medicare’s Prospective Payment System

‘“The literature has long reflected concerns re-
garding the vulnerability of patients, particularly the eld-
erly, who are discharged from the hospital; the introduction
of PPS only served to heighten concerns (Waters, 1987;
Newcomer, Wood & Sankar, 1985). One problematic issue
concerns “care gaps” (Senate Special Committee on Aging,
1986),  which result from “systems” problems in the coor-
dination of care between the hospital and home care agen-
cies (Frasca & Christy, 1986) or lack of coordination
among services supplied by various providers.

24

“Senator John Heinz (R-Pa), as Chairman of the
Senate Special Committee on Aging, requested the Gen-
eral Accounting Office conduct a study on the information
needed to assess the impacts of the Medicare Prospective
Payment System (PPS) on posthospital long-term care.
Key issues addressed in the GAO report included: 1) Have
patients’ posthospital care needs changed?; 2) How are
patients’ needs being met?; 3) Are patients having access
problems?; and 4) How have long-term care costs been
affected? (GAO, 1985).



hearings21  focused on problems in hospital

discharge planning and the appropriateness,

availability and quality of post-hospital services

(Senate Special Committee on Aging, 1986).

A Committee staff report and testimony given

before the Committee on September 26, 1985,

contended that “seriously ill Medicare patients

are inappropriately and prematurely discharged

from hospitals” (Senate Special Committee on

Aging, 1986, p. 319). Testimony to the

Committee reflected the diverse yet compatible

concerns of both providers and recipients of care;

themes underlying testimony focused on the need

for safeguards to facilitate the transitional pro-

cess to post-hospital care and ensure that continu-

ing care needs are appropriately identified and

addressed prior to discharge (Senate Special

Committee on Aging, 1986).

The following problems were alleged during

the course of the hearings:

o Under PPS, large numbers of Medicare
patients who continued to require heavy
medical care were discharged from hos-
pitals into their communities for care.

o Home health and nursing home care
were often unavailable or substandard in
many communities.

o Hospital discharge planning-the only
mechanism available to ensure patients
are placed in appropriate community

settings”- was seriously taxed under
PPS and often failed to identify and
provide adequate services for Medicare
patients (Senate Special Committee on

Aging, 1986, pp. 339-340).

To assist in addressing these complex

problems, staff recommendations called for:

o Upgrading of Federal rules for hospital
discharge planning, to include pre-
discharge consultation between all
professionals giving care to the patient,
and informing beneficiaries, prior to
discharge, of their entitlement to
Medicare and Medicaid post-hospital
benefits and their rights of appeal; and

o Restructuring of Medicare’s eligibility
determination and appeals process,
with adoption of a uniform needs
assessment tool for post-hospital
benefits, based upon pat ients ’
functional abilities (Senate Special
Committee on Aging, 1986, p. 342).

An investigator for the Committee shared his

remembrances of issues that provided the

impetus for the uniform needs assessment

initiative with the Panel:

We did find evidence of poor quality dis-
charge planning services in many hospi-
tals, particularly rural hospitals. We found
instances where people have very little in
the way of formal background and train-

*‘The  initial Quality of Care hearings consisted
of: 1) Medicare DRGs:  Challenges for Quality Care,
September 26, 1985; 2) Medicare DRGs:  Challenges for
Post-Hospital Care, October 24,1985; 3) Medicare DRGs:

The Government’s Role in Ensuring Quality, November
12, 1985 (Senate Special Committee on Aging, 1986).
Additional hearings focusing on nursing home and home
health care were held Spring, 1986.

25



ing, who were being put in a very difficult
position, fulfilling this critical function in
the hospital. . . . There was ample evidence
that discharge planning services might ben-
efit from having at least a certain core
minimum information at the disposal of
the discharge planning personnel, when
planning the services, or when deciding
whether to (initiate a discharge) plan. . . .
(Additionally) providers out there every-
where were developing their own needs
assessment instruments (home health care
providers, nursing homes, various levels
of government); there are many, many,
many instruments out there. . . . It seemed
clear that with this wide variety of instru-
ments . . . that providers were seeing the
need for it . . . (and might appreciate) an
acceptable uniform document that met their
needs. . . . Any provider might augment a
uniform instrument because of their own
special needs in their community, but if
there was a uniform basic minimum data
set that got all the essential information
. . . we thought that would be very helpful,
and we got that kind of feedback from
providers (D. Schulke, Panel presentation,
June 1, 1988, transcript pp. 53-55).

Congressional interests driving the

uniform needs assessment initiative included

the following:

(We) . . . hope that it will improve the
relevance and accuracy of eligibility de-
terminations for Medicare home health
and skilled nursing facility services. . . .
(We) hope this will form a core of neces-
sary information for discharge planning,
specifically information necessary to make
that evaluation, which is required in law

. . . in the same clump of statutory provi-
sions that we know as the Quality Assur-
ance Provisions of ‘86, specifically the
discharge planning evaluation as required
by Section 9305(c). . . . (We) hope that a
uniform needs assessment instrument will
help coordinate the planning and care of
patients who are moving through the sys-
tem quite separately from hospital in-pa-
tient care. That is, (for example, those
patients who) . . . may go from home to
home health, and back to home. . . . In
other words, this could form the concep-
tual basis and technical basis for figuring
out how to pay for services based on pa-
tient needs rather than where they got the
care. . . . (D. Schulke, Panel presentation,
June 1, 1988, transcript pp. 55-58.)

Enactment of OBRA ‘86

The uniform needs assessment provision was

incorporated in the Medicare Quality Protection

Act of 1986 (S. 233 1 and H.R. 4638), introduced

by Senator John Heinz and Congressman Pete

Stark. The legislation had widespread bipartisan

support as well as support from a number of

consumer associations and provider groups (B.

Fuchs, Panel presentation, June 1,1988).  22 It was

incorporated in  the  Omnibus  Budget

Reconcilation Act of 1986, with a conference

report filed October 17,1986 (Conference report

to accompany H.R. 5300, 1986).

Section 9305 of OBRA ‘86 included a num-

**In the mid-1980s, a broad-based coalition of
such groups formed around discharge planning issues. The
coalition included the American Hospital Association’s
Society for Hospital Social Work Directors, American
Association of Retired Persons, American Nurses’
Association, American Organization of Nurse Executives,
National Association of Social Workers, National

Association for Home Care, and American Association for
Continuity of Care. The coalition drafted language for the
Discharge Planning Condition of Participation for hospi-
tals that was mandated by OBRA 1986. It was formally
submitted to HCFA in June 1987, for consideration in
developing the regulation (HCFA, Health Standards and
Quality Bureau files).

26



ber of other provisions in addition to the require-

ment for the development of a uniform needs

assessment instrument:

o  Deve lopmen t  o f a  l eg i s l a t i ve
proposal to refine the Prospective
Payment System, in order to improve
the classification and payment system
(Subsection a);

o Requiring notice of hospital discharge
rights (Subsection b);

o Requiring hospitals to provide discharge
planning as a Condition of Participation
(Subsection c);

o Study of the Me&are Conditions of Par-
ticipation for their adequacy in assuring
the quality of inpatient hospital services
(Subsection d);

o Study of payment for administratively
necessary days (Subsection e);

o Extension of waiver of liability provi-
sions to hospice programs (Subsection f)

o Extension of waiver of liability provi-
sions to certain coverage denials for
home health services (Subsection g);

0 Inclusion of information on quality of
post-hospital care in annual reports on
prospective payment system (Subsec-
tion i); and

o Study of prior and concurrent authori-
zation for Medicare post-hospital ex-
tended care and home health services
through a demonstration project
(Subsection k).

ContinuinP  focus on oost-acute care issues

Congressional concerns regarding the

adequacy of post-hospital care for Medicare ben-

eficiaries continued after the passage of OBRA

‘86. A 1989 report by the Committee on Govern-

ment Operations, “Quicker and Sicker: Substan-

dard Treatment of Medicare Patients,” reiterated

many of the concerns that originally surfaced

during the Quality of Care Hearings. The report

recommended that HCFA:

begin an intensive review of the post-
hospital care given Medicare patients to
determine the adequacy of facilities and
treatment, and for the purpose of recom-
mending to the Congress measures to im-
prove the effectiveness and resources of
care after discharge (p. 27).

Per the OBRA ‘86 mandate, HCFA has also

been reporting to Congress annually on the im-

pact of the Prospective Payment System and

quality of care issues (Eggers, 1987). Addition-

ally, a number of HCFA studies are underway to

examine the availability and adequacy of post-

hospital services.23

23Studies funded by HCFA toexamineposthospital
and other transitional care issues are summarized by Gomick

and Hall (1988) and in the Status Report of Research and
Demonstrations in Health Care Financing (1988).
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G. ISSUE TO ADDRESS: LACK OF

STANDARDIZATION I N  T H E

NEEDS ASSESSMENT PROCESS

This chapter has explained the role of the

needs assessment in the discharge planning pro-

cess. By examining pressures associated with the

evolving health care delivery system, it has also

demonstrated the importance of an accurate and

appropriate needs assessment in developing a

plan to meet the increasingly complex

continuing care needs of an aging population.

The need for a standardized needs assess-

ment process has long been discussed in the

literature and by practitioners in the field (see

Chapter 3). Supporters of this concept advocate

the inclusion of certain critical items in every

needs assessment, with a uniform needs

assessment instrument serving as a safeguard

to ensure that needs are consistently and

accurately assessed.

Lack of standardization of the terms and

scales used to assess patients’ needs also contrib-

utes to difficulties in communicating needs across

care settings, as there is no consistent way to

tranfer patient care information to continuing

care providers. Vladeck (1987) summarizes the

need for uniformity in building a continuum of

care as follows:

. . . common records or shared data sys-
tems, while they smack of dull, bureau-
cratic routines, are also essential. What is
required, after all, is not just a set of shared

procedures or forms, but the creation and
maintenance of a communications system
and a common language among all of
those involved in providing care to the
client. Without such a system and such a
language, the client is at considerable risk
of being pushed or pulled in one direction
by the right hand and the opposite direc-
tion by the left, which will result in going
around in circles. . . (p. 9).

Provider support for the development of a

uniform needs assessment instrument is best

summarized by Kitto  and Dale (198.5), who in

surveying patients about to be discharged from

an acute care facility, found that many had

substantial numbers of continuing care needs.

They fel t  that  pat ient  care  and s taff

productivity was hindered by lack of a

“uniform way to assess these needs” (p. 28).

In developing a uniform needs assessment

instrument, there is a need to balance a number of

concerns. By providing a core set of critical items

upon which to base the needs assessment, adop-

tion of a uniform needs assessment instrument

would serve as a clinical standard to ensure the

quality of care provided to beneficiaries. How-

ever, in designing a uniform system of needs

assessment, providers must be allowed sufficient

flexibility to individualize the process based upon

their own distinct capabilities, case-mix and re-

source limitations. Additionally, the system must

also be feasible for use in a variety of settings.

This conflict is addressed by Robert Kane:

There is an inevitable battle around any
minimum data set between those who view
it as an opportunity to find out all they ever
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wanted to know about the subject but were
afraid to ask, and those who recognize that
less can often produce more when stream-
lined approaches reduce respondent bur-
den (1990, p. 291).

The following chapter will discuss issues in

clinical assessment for post-hospital care deci-

sion-making and present an overview of relevant

assessment methodologies studied pursuant to

the development of the uniform needs

assessment instrument.
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POSTHOSPITAL CARE DECISION-MAKING

While increasing in interest and importance,

“assessment technology” is far from a new

concept. Health care professionals have long

used a wide variety of instruments, scales and

procedures to evaluate patients as part of the

process of assessing needs for post-hospital care.

A review of the literature reveals avast number

of assessment tools that have been developed to

evaluate specific domains, or for use in particular

levels of care or with specific populations.’ Many

of these instruments have been developed for

research purposes and have been tested for

reliability and validity. Other instruments have

been developed for use in individual facilities.

While useful to providers to facilitate clinical

decision-making, these facility-specific

instruments may lack the rigor associated with

those developed for research purposes or more

generalized application across care settings.

A. CONSENSUS BUILDING ON

ASSESSMENT METHODOLOGY

The diversity among the large number of

assessment instruments that are available offers

the clinician and/or facility a wide choice of

instrumentation to use in decision-making

regarding a patient’s needs for continuing care.

This plethora of assessment methodology has

allowed the provider to tailor the needs assessment

process to the facility’s own unique capabilities

and resources. However, this also means that

there is no assessment standard, which would

ensure that the needs assessment is based on all

appropriate and necessary elements, and that

those performing and/or affected by the needs

assessment have lacked a common vocabulary to

categorize, communicate and plan for needs for

continuing care.

National Committee on Vital and Health

Statistics

In 1979, the U.S. National Committee on

Vital and Health Statistics of the Public Health

Service identified a minimum data set for long-

term care. The minimum data set specified that

a comprehensive assessment of an individual’s

status should include items such as: age; sex;

race; marital status; living arrangement; vision/

hearing/communication abilities; activities of

daily living; range of mobility; adaptive tasks;

disruptive behavior; orientation/memory

impairment; and disturbance of mood (U.S.

National Committee on Vital and Health

Statistics). The need to incorporate a minimum

data set in the assessment of nursing facility

residents was recognized in OBRA ‘87. Federal

requirements regarding the use of a minimum

data set and resident assessment instrument

‘Many excellent references that provide a com- Assessing the elderlv: A nractical guide to measurement,
plete overview of issues related to clinical assessment are 1981; J. Gallo, W. Reichel & L. Andersen, Handbook of
available. For a more extensive discussion of assessment geriatric assessment, 1988; or other sources noted in the

methodology, the reader is referred to: R. Kane & R. Kane, reference section of this chapter.



were effective October, 1990 (a more extensive

discussion of the resident assessment initiative is

found at the end of this chapter).

Recognizing the importance of patient

assessment to the development of an appropriate

and effective plan of care, several subsequent

efforts have focused on bringing together health

care providers to promote understanding of the

necessary components of  assessment

methodology and the diversity of tools available

to assess patients. Of particular note, two Federal

conferences played an important role in furthering

state-of-the-art assessment methodology.

National Institute on Aping:  conference

The National Institute on Aging hosted a

landmark conference in 1982. Co-hosted with

the Office of Medical Applications of Research

of the National Institutes of Health, the American

Medical Association and the National Center for

Health Services Research, the purpose of the

conference was two-fold: 1) to provide an

opportunity for developers and users of

assessment  methodology to  exchange

information, and 2) to encourage critical analysis

of existing instruments and stimulate research

and evaluation efforts (Williams, 1983). In

providing an overview of the importance of

functional assessment, Williams found the

following assessment domains essential to

decisions regarding long-term care needs:

physical functioning; mental and emotional

functioning; availability of family and social

supports; environmental charcteristics  of the

living setting; needs for specific medical or

rehabilitative therapies; and the potential for

productive or personally rewarding use of time

(Williams, 1983).

National Institutes of Health consensus devel-

0Dment  conference

A National Institutes of Health (NIH)

Consensus Development Conference on

Geriatric Assessment Methods for Clinical

Decision-making was held in 1987. The purpose

of the conference was to bring together biomedical

and behavioral scientists, clinicians, other health

professionals with an interest in geriatric medicine

and health services research, and representatives

of the public to weigh scientific evidence and

develop a consensus statement addressing several

key issues related to geriatric assessment. The

assessment process was defined, in part, as:

a multidisciplinary evaluation in which
. * . problems . . . are uncovered, . . .

resources and strengths . . . are catalogued,
need for services assessed, and a
coordinated care plan developed to focus
interventions on the person’s problems
(NIH Consensus Development Conference
Statement, 1987, p. 1).

The Consensus Panel found that a

comprehensive geriatric assessment usually

includes an evaluation of several domains:

physical, mental, social, economic, functional

and environmental. Using this framework, the

following elements were considered of



Physical Health - Patient history may
include use of prescription and
nonprescription medications; presence of
malnutrition, falling, incontinence, im-
mobility, smoking and alcohol use; im-
munization status; exercise habits; sexual
functioning; visual or hearing impair-
ment; information regarding personal
strengths, values, perceived quality of
life and expected outcomes of care.

Mental Health - Evaluation of cognitive,
behavioral and emotional status, includ-
ing detection of dementia, delirium
and depression.

Social and Economic Status-Identifica-
tion of present and potential caregivers,
with evaluation of their competence, will-
ingness and acceptability to the patient.
Presence of cultural, ethnic and/or spiri-
tual values. Evaluation of economic
resources that may determine access and/
or available options for care.

Functional Status - Measure of ability to
perform activities of daily living and in-
strumental activities of daily living. While
most accurately evaluated by direct
observation in the home, accurate infor-
mation may be obtained by standardized
questionnaire or self-report.

Environmental Characteristics - Deter-
mination of the safety, physical barriers
and layout of the home, in addition to
access to services (e.g., shopping, phar-
macy); assessed via home visit or ques-
tionnaire.

In debating the comparative merits of different

assessment methodology, the Consensus Panel

found that it was not possible to identify the best

instrument in each domain, due to a lack of

studies that directly compare one method to

another (NIH Consensus Development

Conference Statement, 1987).

B. OVERVIEW OF ASSESSMENT
DOMAINS

In developing a framework for the needs

assessment instrument, the Advisory Panel on

the Development of Uniform Needs Assessment

Instrument(s) drew upon the following tenets

garnered through a review of the literature, as

well as the clinical experience and values of

individual Panel members.

Functional status

The importance of an individual’s functional

status to a determination of continuing care

needs is underscored repeatedly throughout the

literature. A systematic method to assess

functional status provides a task-specific

framework to evaluate the patient’s ability to

perform activities necessary to live independently

in the home (Gallo,  Reichel & Andersen, 1988).

Functional status is viewed along acontinuum

and examines the patient’s degree of independence

in a variety of areas that include but are not

limited to, Activities of Daily Living (ADLs),

Mobility, Communication and Instrumental

Activities of Daily Living (IADLs). ADLs are

functions that are fundamental to independent

living, and were initially measured by Katz in
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terms of bathing, dressing, toileting, transfer from

bed or chair, continence and feeding (Katz, Ford,

Moskowitz, Jackson & Jaffee, 1963). As

conceived by Lawton  and Brody, amore complex

set of activities, termed IADLs, examines the

individual’s ability to cope in his environment.

IADL functions include adaptive tasks such as

shopping, cooking, housekeeping, doing laundry,

using transportation, managing money, managing

medications and using the telephone (1969).

Many factors related to the patient’s physical

or cognitive status (e.g., blindness) vary greatly

in terms of their role in shaping a patient’s needs

for post-hospital care. As such, the needs

assessment must be capable of ascertaining the

actual effect of such impairments as evidenced

by the presence of functional incapacities (i.e.,

self-care deficits). Assessing a patient’s needs

for care from a functional perspective is done by

translating the patient’s functional capability to a

measure of the amount of physical assistance

and/or supervision that would be necessary to

complete ADL and IADL related activities.

The Panel reviewed over 50 published

functional assessment instruments, which have

been used in a variety of settings for different

purposes. Items and definitions common to many

of the instruments were extrapolated and issues

related to definition of items, scaling and the

method for obtaining information were addressed.

Functional assessment instruments range widely

in scope and complexity, with as few as 3 and as

many as 10 levels comprising their rating scales.

On the average, rating scales employ five levels

(maximum, moderate, minimal, standby assis-

tance or supervision, and independent). Several

rating instruments also consider whether special

equipment and/or assistive device(s) are needed.

Some rating schemes provide a composite score

for all of the items, while others yield a subscore

for each category. Quantifiable data is needed for

statistical or comparison purposes, while less

discrete data that may simply describe the patient’s

capabilities can be used for more practical or

clinical applications (S. Forer, Panel presenta-

tion, August 3, 1988).

The Index of ADL, developed by Katz et al.

in 1963, is one of the best known and most

carefully evaluated measures of functional

status. The tool was developed to assess func-

tional capacity in chronically ill and aging popu-

lations. The assessor must observe and rate the

patient’s performance in six functions

(bathing, dressing, going to the toilet,

transfer, continence and feeding), using a

dichotomous scale. Katz and his colleagues have

demonstrated in a number of studies that there is

a natural progression in both the loss and recov-

ery of ADL capabilities’ (Kane & Kane, 1981).

The time required to administer the Index is less

than 5 minutes for trained assessors familiar

with the patient.

*Katz et al. based the Index of ADL upon a
hierarchical framework, postulating that the recovery of
independent functioning occurs initially with indepen-

dence in feeding and continence, then in transfers and
toileting, and finally, in dressing and bathing.
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The Index of ADL has been used and evaluated

in a variety of settings. These include a home care

program; a nursing home; a county hospital

specializing in chronic and/or prolonged illness;

a general hospital; an outpatient clinic of a general

hospital; nonhospitalized patients with multiple

sclerosis (a national longitudinal study);

hospitalized patients with a hip fracture (anational

longitudinal study); custodial patients (a national

longitudinal study); and select practices of

orthopedic surgeons (Ernst & Ernst, 1984).

A number of subsequently developed

functional assessment tools have drawn upon the

items and definitions originally developed by

Katz. In addition, the Katz ADL rating scale has

been adapted to incorporate a Likert scale system

to allow the assessment of more discrete levels of

functional status3 (Kane & Kane, 1981).

Other notable instruments developed to

assess functional status include:

o The PULSES Profile, developed by E.
Moskowitz and C. McCann in 1957, was
one of the first functional assessment
instruments. It was designed to assess not
only physical functioning but also
cognitive/behavioral status, the need for
medical and/or nursing monitoring, and
social factors.

o The Barthel Index, developed by
F. Mahoney and D. Barthel in 1965,
assesses functional capability in terms of

feeding, grooming, transferring, toileting,
bathing, ambulation and continence. This
tool was later modified by Granger to
include a series of four point ordinal
scales, the Barthel Self-Care Ratings
(Sherwood, Morris, Mor & Gutkin,  1977).

o The Rapid Disability Rating Scale
(RDRS), developed by M. Linn in 1967,
combines ADL and IADL functions and
rates functional status on a three point
scale.

o The Functional Independence Measure
(FIM) was developed by B. Hamilton et
al. (1987) as the basis for a Uniform Data
System for Medical Rehabilitation. The
instrument was developed in conjunction
with anational task force, with the goal of
improving the rehabilitation community’s
ability to describe and communicate about
disability (B. Hamilton, Panel presenta-
tion, June 1, 1988).

Mental statuq

The Panel addressed issues in the definition

and diagnosis of several of the more common

mental health problems of the elderly. Problems

that may affect apatient’s needs for care include:

o Thinking disorders - Late onset schizo-
phrenia, paranoid delusional disorders
and chronic psychoses are the most
common thinking disorders seen in the
elderly.

3For  example, a four point scale, with levels
defined as: 0 = no assistance needed; 1 = needs an assistive
device to complete; 2 = needs human assistance; 3 =

completely dependent, could be used to provide a compos-
ite sum to describe functional status.
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o Affective disorders - The most common
affective disorders among the elderly are
major (clinical) depression and dysthymia.
Anxiety disorders, which may be
environmentally induced, are also
common.

o Cognitive disorders - Delirium and
dementia are cognitive disorders that
increase markedly with age..

The Panel acknowledged that it is often

difficult to distinguish between problems with

behavior and cognition, particularly in patients

with dementia. Dementia is properly characterized

from a functional perspective as a group of

symptoms associated with the gradual,

generalized and persistent loss of cognitive

function (G. Maletta, Panel presentation, August

3, 1988).

Cognitive and behavioral factors play a large

role in determining needs for care. Cognitive

abilities that can be diminished or lost in

individuals with dementia include memory,

intelligence, learning ability,calculation,  problem

solving, judgment, comprehension, recognition,

orientation and attention. Many functional

incapacities are the result of cognitive

impairments. However, while cognitive

impairments are known to lessen self-care

abilities, the causal relationship and resulting

degree of impairment are not well understood.

An Office of Technology Assessment (OTA)

Advisory Panel for Assessment of Disorders

Causing Dementia found that some patients who

do poorly on cognitive tests are nevertheless able

to function independently (U.S. Congress, OTA,

1987). The OTA report added the following

caveat in discussing the use of assessment data to

determine needs for care:

Because of the apparent complexity of the
relationship between cognitive and self-
care deficits, measures of self-care abilities
may be more reliable and valid than even
the best cognitive measures for public
policy applications such as establishing
eligibility and determining reimbursement
for long-term care services. Still many
persons with self-care deficits do not have
cognitive impairment. Thus measures of
self-care abilities are clearly not valid
indicators of cognitive status. Likewise,
they are inadequate for planning clinical
and long-term care for persons with and
without cognitive impairment. For these
purposes, knowledge of the individual’s
cognitive status and the relationship
between his or her cognitive abilities and
self-care deficits is essential (U.S.
Congress, OTA, 1987, p. 301).

Behavioral problems associated with

dementia can include wandering and getting lost;

agitation; pacing; emotional outbursts;

suspiciousness and angry accusations; physical

aggression; combativeness; cursing; socially

unacceptable sexual behavior; chronic screaming

or noisiness; repetition of meaningless words,

phrases, or actions; withdrawal and apathy;

hoarding; and sleep disruption. While cognitive

deficits that result in impaired self-care abilities

generally create a need for informal and formal

long-term care services, behavioral problems are

often the most burdensome aspect of dementia

for caregivers. Behavioral problems not only

result in needs for care but also affect the family/
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support system’s ability and willingness to

continue with community-based care (U.S.

Congress, OTA, 1987).4

A number of instruments have been developed

to assess mental status. Instruments that focus on

cognitive abilities and are derived from the clinical

mental status exam include:

o Mental Status Questionnaire (Kahn,
Goldfarb, Pollack et al., 1963);

o Mini-Mental State Examination (Folstein,
Folstein & McHugh, 1975); and

o  Sho r t  Po r t ab l e  ‘Men ta l  S t a tu s
Questionnaire (Pfeiffer, 1975).

Ins t ruments  developed to  measure

behavioral problems include:

o Behavior Scale: Psychogeriatric
Dependency Rating Scale (Wilkinson &
Graham-White, 1980);

o Behavioral and Mood Disturbance Scale
(Greene, Smith, Gardiner et al., 1982);
and

o Relatives’ Stress Scale (Greene, Smith,
Gardiner et al., 1982).

Nursirw and other care reauirements

An assessment of nursing and other care

requirements incorporates social, functional and

clinical factors. A review of current discharge

planning practices indicated that social factors,

such as pre-admission living arrangements and

the presence of familial and community support

services, are used in conjunction with functionally

oriented factors (i.e., mental status; vision, hearing

and dentition; continence; activities of daily

living) in performing a preliminary assessment

of nursing and other care requirements.

In addition, clinical needs for professional

care that may continue after discharge must be

assessed. Examples of care that may be required

in a post-acute care setting include: ventilator

support; tracheostomy care; oxygen therapy;

enteral  and/or parenteral therapy; foley catheter

maintenance; ostomy care; wound care;

preventive skin care and/or decubitus ulcer care;

medication management and/or administration;

and other special patient/family educational needs.

The need for specific therapies, durable medical

equipment and/or disposable supplies must also

be assessed (A. McBroom,  Panel presentation,

August 3, 1988; Hartigen & Brown, 1985).

‘See Losing a million minds: Confronting the
tragedv of Alzheimer’s disease and other dementias, from
the U.S. Congress OTA (1987),  for a comprehensive dis-
cussion of issues surrounding the assessment of cognitive

and behavioral status. The report includes methodological
and process considerations as well as an analysis of the role
and use of assessment methodology in public policy.
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Few formal instruments to assess nursing and

other care needs have been developed. Many

facilities have designed their own discharge

planning worksheets to identify clinical needs

and services that must be met after discharge.5

A demonstration project conducted by the

Burke Rehabilitation Center and funded by the

Kellogg Foundation examined methods to

implement amultidimensional patient assessment

system in order to promote early identification of

needs for post-hospital services. Three hospitals

modified their patient information systems; in

particular, they developed methods to capitalize

on data collected via the nursing admission

assessment. Nursing data bases were revised to

include a broad evaluation of functional and

social factors, and discharge forms (nursing

discharge summaries and/or discharge planning

worksheets) were developed or adapted to identify

needs for post-hospital services. The types of

assessment elements found on the forms had

previously been sought by staff as the basis for

clinical decision-making. However, the success

of the demonstration was attributed to

standardizing the content, process and

documentation of assessment data (Burke

Rehabilitation Center, 1987).6

There remains a great deal of variability in the

methods used to classify and measure nursing

care needs. However, several efforts have worked

towards the establishment of a common

nomenclature system.

The Nursing Minimum Data Set (NMDS)

has been developed to:

establish comparability of nursing data
across clinical populations, settings,
geographic areas and time, through
identification of data categories . . . or
elements; and uniform definitions of these
for use in nursing’s clinical practice and
administrative, research and educational
endeavors. . . . data are needed to describe
the health status of various populations in
reference to nursing care needs; to assess,
diagnose, plan, intervene or manage, and
evaluate nursing care; and to investigate
the quality and outcome of nursing care,
the availability and costs of nursing
resources, and the use and costs of nursing
services (Werley, 1988, pp. 7-8).

The NMDS items were generated and refined

during a series of task force meetings in 1985.

The NMDS classifies nursing care items

according to Nursing Diagnosis, Nursing

5For example, the Panel reviewed several facility-
specific forms used to assess nursing and other care re-
quirements, such as Valley Presbyterian Hospital’s (Cali-
fomia) Discharge Planning Assessment.

6Hospitals  participating in the demonstration
included South Shore Hospital and Medical Center

(Florida); Middlesex Memorial Hospital (Connecticut);
and St. Vincent’s Medical Center (Connecticut). A user’s
manual is available, which contains the initial assessment
and discharge planning forms, as well as definitions and
instructions for their use (Burke Rehabilitation Center,
1987).
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Intervention, Nursing Outcome and Intensity of

Nursing Care. Two classification systems for

Nursing Interventions have been developed,7 but

were judged “not discriminating enough nor

exhaustive and mutually exclusive” in initial

NMDS testing (Werley & Lang, 1988, p. 410).

A series of Federally funded studies8  have

resulted in the development of a practice and

documentation framework for community health

agencies, the Visiting Nurse Association (VNA)

of Omaha Classification System. The first phase

of the project began in 1975 with the development

of the Problem Classification Scheme, a taxonomy

of client problems addressed by community health

nurses. The scheme is nonexhaustive, mutually

exclusive and organizes a list of 40 patient

problems under four domains: Environmental,

Psychosocial, Physiologic and Health-Related

Behaviors. A complementary Intervention

Scheme was then designed, which contains

nursing interventions designed to address specific

problems. Categories include health teaching,

guidance and counseling; treatments and

procedures; case management; and surveillance

(Martin, 1988).

The system has been implemented in 72

home health or public health agencies and is

being used by 3734 community health nurses,

according to the results of a 1989 survey (K.

Martin, personal communication, May 1990).

Advantages of the system include: simplified

documentation through the use of standardized

terminology; increased continuity of care;

enhanced communication among staff,

supervisors, management and external reviewers;

and the creation of a data base for informed fiscal,

staffing and service program decisions (VNA of

Omaha, 1986).

Building upon the VNA of Omaha

Classification System, Peters reviewed the

domains of the Problem Classification Scheme

and developed a construct that subdivides the

four domains into fifteen community health

parameters. The construct draws upon an

assessment of the patient’s clinical status to

determine and categorize needs for nursing care

and other home care services. As such, the

construct provides a framework for organizing

and delivering services, as well as improving the

documentation of the types of interventions that

are performed. The content of each parameter is

‘The seven-category classification scheme
defines nursing interventions in terms of: surveillance and/
or observation, supportive measures, assistive measures,
treatments and/or procedures, emotional support, teaching
and coordination. The alternate sixteen-category scheme
for classification breaks out interventions according to:
monitoring and/or surveillance, activities of daily living,

preventive services, providing a therapeutic environment,
maintaining nutritional and fluid balance, and therapeutic
activities.

*Funding for the Omaha Classification System
was supplied by the Department of Health and Human
Services’ (HHS) Health Resources and Services Adminis-

comfort, airway maintenance, applications and/or
treatments, medications, invasive insertions, emotional

tration, Bureau of Health Professions, Division of Nursing.
The Health Resources and Services Administration is a

support and/or counseling, teaching, coordination and
collaboration of care, protection, assisting other providers,

component of the Public Health Service.
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organized around the nursing process (i.e.,

assessment, planning, implementation and

evaluation). The assessment and evaluation

components focus on the patient. The planning

and’ implementation components focus on the

activities of the nurse. Thus, the construct offers

a description of the types of patients

receiving home care and the services that are

provided (Peters, 1988).

Peters’ construct organizes the patient

assessment according to:

Environmental - Captures information on
the home environment of the patient.
Parameters are finances and housing,
which includes safety and health.

Psychosocial - Captures information on
motivation, patient attitude, willingness,
family support, family and community
resources and the availability and ability
of potential resources/caregivers. Pa-
rameters include community network-
ing, family systems, emotional response
and individual growth and development.

Physiological - Captures most treatments
as well as functional limitations and
cognitive ability. Parameters include
sensory function, respiratory and
circulatory function neuromusculo-
skeletal function, reproductive function,
digestive/elimination function and
structural integrity.

Health behaviors - Encompasses the
strengths as well as the weaknesses of the
patient and assesses health-seeking
behaviors that have the potential of
improving the quality of a patient’s life.
Parameters include nutrition, personal

habits and healthmanagement (D. Peters,
Panel presentation, August 3, 1988).

Familv and communitv suuuorts

Evidence supporting the crucial role of social

factors in an assessment of long-term care needs

continues to grow but the measurement of social

support has proved difficult. The critical

characteristics of this assessment domain have

not yet been identified and measures have

generally lacked validation. “Social network” is

used to describe the web of social relationships

that surround a person, while “social support” is

defined as the emotional, instrumental or financial

assistance that may be obtained from the social

network. As networks may provide no or limited

support, it is misleading to assume that support is

available simply because a social network is

identified (Berkman, 1983).

Several factors play a role in shaping the

caregiver’s decision to provide care in the home.

They include:

quality of the relationship between
patient and caregiver;

promises and pacts made between the
patient and caregiver;

influence of health professionals and
family members, particularly children;

financial necessity; and

attitudes and perceptions regarding
nursing homes (McCann, 1988).

44



Caregivers provide support by performing

varied functions that are necessary to assist the

patient in overcoming limitations that may be

primarily physical, cognitive or a combination of

both. Physical care tasks include personal care,

administration of medications and performance

of therapeutic tasks such as Hickman catheter

care or tube feedings. Additionally, a 1988 study

revealed that caregivers reported the provision of

psychosocial support as the most significant part

of theirresponsibilities; 92% of caregivers talked

about the importance of providing “moral support”

and “motivating” the patient to participate in care

(McCann).

Numerous tools have been developed to

measure a patient’s social network in terms of

type and frequency of social interactions and

potential resources (Kane & Kane, 1981).

However, the Panel found that few tools have

been developed to assess the type and degree of

social support that is actually available and capable

of providing for continuing care needs. In current

discharge planning practice, there is a tendency

to use single-item indicators (e.g., “lives alone”)

to assess the absence of care networks, which

then target the patient for a more intensive

evaluation. Formal and informal supports must

be evaluated in more depth, with the needs

assessment focusing on the following:

ate whether the designated resource
is actually available to provide care to
the extent that is required.
Motivation: A potential caregiver’s
willingness and interest in caring for
a patient must be assessed.
Ability:E v e n  a n  i n t e r e s t e d ,  m o t i -
vated and available potential
caregiver may not be able to provide
more complex forms of care or be
physically capable of performing the
degree of care that is required.
I t  i s  n e c e s s a r y  t o  a l s oCapacity:
assess the other responsibilities
of the potential caregiver (e.g.,
work and/or other family responsi-
bilities).

o Formal Sunuorts

0 Informal Supnorts

- Availability: There is a tendency to
assume that the person(s) listed as a
resource is available to provide care.
Criteria should be applied to evalu-

Gans in service: There must be
mechanisms to ascertain the level
and types of organized support that
exist in the community. The avail-
ability of community services varies
widely depending upon geographical
location and the presence of State
and/or local programs.
Accessibilitv to and aualitv of com-
munitv services: The service must
be available, at the level and times
required by the patient. Even if a
particular service is available in the
community, there may be a lengthy
waiting period between application
andactual delivery of the service. The
quality of the service should also be
known.
Cost of services: Financial consider-
ations, such as whether the patient is
eligible for public programs, covered
for a particular service by a third
party payer or able to self-pay, must
be assessed (J. Rudman, Panel
presentation, August 3, 1988).
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The Panel reviewed several tools for

assessing social supports:

o Lubben Social Network Scale -This scale
examines four basic areas: marital status,
relationships with relatives and friends,
church membership and membership in
other organizations and clubs. The ten
items are scaled from zero to five, with a
score of fifty indicating the most
complete network of support (Lubben,
1988).

o The Oregon Medical Professional
Review Organizat ion (OMPRO)
Extension to the Northwest Oregon Health
Systems (NOHS) Patient Dependency at
Discharge Instrument - This instrument
was developed to supplement functional
and physiological criteria used by NOHS
in a post-PPS study that examined patient
dependency. The OMPRO extension used
a four point scale to evaluate the patient’s
social and caregiver supports in terms of:
bereavement of spouse or significant
other; adequacy of caregiver, paid or
unpaid; quality of informal support and
quality of formal community support
(OJMPRO, 1986).

o Geriatric Functional Rating Scale -
Developed by Grauer and Bimbom in
1975 to determine the need for
institutional care, this comprehensive tool
contains a psychosocial section. Items
include the living alone factor, ability to
shop, availability of supports for
recreation and geographic availability of

community support services. The
instrument also includes an item to assess
ethnic compatibility, a useful and
desirable factor not included in most
instruments (Grauer & Bimbom, 1975).

o California Department of Aging Seed
Instrument (1987) - This instrument
consists o f a number of screens and is
used for case management purposes in
Califomia.9  One screen, “Psychosocial
Assessment of Formal Services”, looks at
the adequacy of available services in terms
of the number of available services and
their rate of utilization, a s s e s s i n g
intensity of use in terms of units per
month. The “Linkages” Screen examines
formal and informal support, in terms of
the level, strength and effectiveness of
the support.

Assuriw Datient/familv self-determination

The Panel reviewed a five step process used

to individualize health care decisions (Jahnigen,

1987), which was accepted as a framework to

incorporate the patient’s values and goals for care

into the discharge planning process. The process

includes assessment of the patient’s value system

as well as objectives and expectations for care.

This allows the physician to reconcile the patient’s

preferences with medical information and the

proposed course of therapy, thereby lessening the

possibility that inappropriate or unwanted care is

9The Seed Instrument was developed by the
California Department of Aging to provide a common
assessment instrument for use by public and private case-
management programs in the State. The use of a common

instrument was intended to avoid redundant interviewing
of frail clients as they move from hospital to case manage-
ment programs.
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provided (D. Jahnigen, Panel presentation, August

3, 1988).

Barriers to self-determination were discussed.

The limited amount of time available for discharge

planning and the lack of a common vocabulary to

discuss care needs may restrict the patient/family’s

ability to understand care requirements or

share useful information.

Opportunities must be given for the patient

and family to express their desires and preferences,

and provisions must be made for all members of

the health care team to share this information in

an appropriate manner (E. Williams, Panel

presentation, August 3, 1988).

A beneficiary perspective highlighted the

importance of:

o Explaining the needs assessment and
discharge planning process to the patient
and family;

o Allowing the patient to serve as the
primary source of information regarding
needs, particularly emotional, social and
housing needs;

o Having a written record of the patient’s
expectations regarding care and his
ability to return home, with expectations
incorporated into the plan of care;

o Informing patients of their options and
honoring their wishes regarding
treatment and placement to the extent
possible;

o Involving the patient as an active
participant in the following aspects of
the discharge planning process:

determination of the services needed,
assessment of the need and/or the desire
for relocation, determination of whether
the caregiver will participate in the
planning process, selection of providers
and arrangement of service provisions;
and

o Developing a discharge plan based upon
the needs of the patient, not by the
services that are readily available (V.
Hurst, Panel presentation, August 3,
1988).

Patient and family satisfaction with discharge

plans have been associated with their involvement

in the planning and decision-making process

(Arenth & Mamon, 1985; Dunkle, Coulton,

MacKintosh  & Goode, 1983). In addition, a

recent study found that the adequacy of discharge

plans was impaired by complications in working

with patients/families and lack of family

availability (Morrow-Howell, Proctor & Mui, in

press). This finding suggests that continuing care

needs may not be appropriately met when patients

and families are not optimally involved in the

discharge planning process, underscoring the

importance of facilitating patient and family

participation in the needs assessment.

Several factors are associated with greater

patient participation in decision-making,

including minimal mental impairment, the

perception of available alternatives for

consideration, family support for involvement

and knowledge of long-term care resources

(Coulton, Dunkle, Goode & Mackintosh, 1982).
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Factors that mav be oredictive  of the need for
continuinp care

The utility of the needs assessment instrument

as a basis for decision-making regarding post-

hospital care needs is enhanced by developing an

understanding of factors that have been shown to

be predictive of needs for continuing care. The

Panel examined a number of factors associated

with the use of facility and community-based

care.

A number of studies (Wachtel, Fulton &

Goldfarb, 1987; Glass, Mulvihill, Smith et al.,

1977) have identified factors associated with an

increased risk of institutionalization.

Characteristics associated with nursing home

placement include inability to perform ADLs,

incontinence, mental impairment, age greater

than 85 and the lack of a willing and capable

caregiver.

Converse relationships of similar factors have

been demonstrated as increasing a patient’s

likelihood of being discharged home from a

nursing facility. Dimensions of health status,

such as the level of cognitive and physical

functioning, have consistently been reported as

key predictors of returning home (Kane, Bell,

Riegler, Wilson & Keeler, 1983; Liu & Manton,

1983; Retsinas & Garrity, 1986). Additionally, a

study of elderly persons residing in residential

care homes (RCH) revealed that while

sociocultural characteristics play arole,  functional

and cognitive status are of primary importance in

predicting whether the resident will return home

from the RCH (Bear, 1990). These studies (Kane

et al., 1983; Liu & Manton,  1983; Retsinas &

Garrity, 1986; Bear, 1990) also reveal that the

effect of social supports on whether the individual

will receive facility-based care is confined

primarily to the point of entry. Social networks

delay the use of long-term care facilities until

care at home is no longer manageable. As such,

the potential for discharge from facility-based

care is more dependent on factors related to

health status and needs for therapeutic or

supportive care rather than the presence of social

support.

An algorithm for determining needs for long-

term care has been developed by Williams (1982).

The model uses a hierachical,  decision-tree

approach, based upon an individual’s mental and

functional status as well as needs for therapeutic

care. In addition, several scales have been

developed to predict a patient’s need for facility-

based care. A weighted functional scale,

consisting of items assessing vision, hearing and

mental status; functional status (ADLs and ability

to ambulate); social status; and the presence of

factors such as incontinence, paralysis,

amputation, decubitus ulcers and contractures,

has been developed for use with the hip fracture

population (Keene & Andersen, 1982). The

Functional Rating Scale for the Symptoms of

Dementia is a functionally based questionnaire

used to evaluate the dementia patient’s need for

nursing home placement (Hutton, Dippel,

Loewenson et al., 1985).

The Panel found that certain functional

assessment items are more predictive of the need

48



for continuing care than others. Research has

demonstrated that functional incapacities related

to bowel and bladder management as well as

some of the ADL activities, such as eating and

dressing, are most predictive of the need for

supportive care. In some cases, factors related to

cognition, communication and psychosocial areas

tend to be weaker predictors of the amount of care

that is required. However, a panelist felt these

conclusions may have been biased by the quality

of available scales or inherent difficulties in

measuring “soft” assessment domains (S. Forer,

Panel presentation, August 3, 1988).

As patients are discharged from hospitals

sooner and with more complex needs for care,

there has been an increase in admissions to nursing

facilities that provide short-term post-hospital

skilled care. In clinical practice, certain diagnoses

often trigger initiation of a needs assessment. For

example, patients admitted to hospitals with some

orthopedic diagnoses are assessed for the presence

of risk factors that may be predictive of the need

for continuing care. They include: living alone,

living in a two-story home, incontinence,

confusion, night wandering and absence of family

support (M. Knapp, Panel presentation, August

3, 1988).

The Panel attempted to identify factors that

are predictive of a patient’s need for home health

care services, but found there is tremendous

diversity among patient status and the types of

care needs that are met by home health services.

The nature and scope of home care services have

expanded to address more complex and high-

tech needs that must be met over a longer period

of time. The goals of the patient and the availability

of resources, including family support, seem to

be the most influential factors in determining

whether the patient’s needs can be addressed

through home care (D. Peters, Panel presentation,

August 3, 1988).

Kane and Kane support this conclusion, stating

that “home care is possible for anyone if the

resources are available” (1981, p. 262). The

Kanes add that socioeconomic factors (i.e.,

income, housing and the availability of informal

and/or formal care) seem to be the key

determinants of whether institutional placement

will be necessary.

C. MULTIDIMENSIONAL ASSESS-

MENT INSTRUMENTS

Anumber  of comprehensive instruments have

been developed to assess patients’ needs for

continuing care. They vary greatly in terms of

their content; scope; time and resource

requirements; potential for application across

care settings; and reliability and validity. lo

loKane  and Kane (198 1) found that information
on reliability and validity is not readily available for most
multidimensional instruments. Mangen and Peterson evalu-
ated a number of commonly used instruments that contain

elements to assess functional, medical, psychological and
social needs and were suitable for use in a variety of care
settings; none had acceptable levels of reliability and
validity (1984).
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PrototvtGcal multidimensional instruments

The following are noteworthy examples of

systematic efforts to develop multidimensional

assessment instruments:

o The Older Americans Resources and
Services (OARS) instrument was
developed by researchers at Duke
University in 1975. The instrument
assesses health status (physical and men-
tal), functional status (in terms of ADLs
and IADLs) and social and economic
resources.

The OARS was subsequently revised and
shortened to produce the Multidimen-
sional Functional-Assessment Question-
naire (MFAQ). The MFAQ consists of
105 questions and requires approximately
one hour to administer (Kane & Kane,
1981).

o Efforts funded by the Department of
Health, Education and Welfare to
develop a systematic approach to patient
care management (PCM) resulted in the
development of several instruments
known as the Patient Appraisal and
Care Evaluation (PACE) system.
Researchers” developed the Patient
Classification Form (PCF)‘* in the early
1970s. The tool was intended for use in
clinical management, administration of
facility and community-based long-term
care programs, policymaking,

epidemiologic research and education.
The goal of the PCF was to provide
uniform terminology and consistency so
that “health care personnel could
systematically identify needs of patients,
plan appropriate care to meet those needs
and evaluate the outcomes of that care”
(Patient Care Management Manual,
1980, p. 1).

A pilot test of the PCF was conducted in
19 States and the tool was revised to
incorporate suggestions from over 500
individuals, including providers, State and
Federal personnel and associations
representing providers and consumers.
The revised version became known as the
PACE II and was an 18 page tool with an
emphasis on the assessment of medical
and nursing care needs. It has been criti-
cized for not containing enough
psychosocial data to guide decisions
regarding community-based care. As
with the PCF, no scoring algorithm was
developed. Multidisciplinary teams were
intended to assess needs, and establish
goals and set priorities for care in
conjunction with the patient and/or
family (Kane & Kane, 1981).

o The Geriatric Functional Rating Scale
was developed by Grauer and Birnbom in
1975 to determine a‘ patient’s need for
institutional care. The instrument rates
the patient’s physical and mental status,
with impairments resulting in a negative
score. Factors related to functional

“The original work was performed by a consor-
tium of four universities: Case Western Reserve Univer-
sity Medical School, Harvard University, Johns Hopkins
University School of Hygiene and Public Health, and

Syracuse University Research Corporation (Kane & Kane,
1981).

“The PCF was also known as the PACE I.
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capabilities, the presence of social
support, an adequate living environment
and finances are rated and added to obtain
a positive score. The final score is
obtained by subtracting the negative from
the positive score. While the scale has
been criticized for its seemingly arbitrary
scoring system, it has been shown to have
some predictive validity (Kane & Kane,
1981).

Use of multidimensional instruments in

demonstration twoiects

Comprehensive assessment instruments have

also been used in a number of demonstration

projects undertaken to determine whether

comprehensive multidisciplinary assessments

could improve the appropriateness of the

continuing care plan as well as lower the per

capita cost of care. In particular, results from

demonstration projects, such as the National

Long Term Care Channeling Demonstration

Project, TRIAGE and ACCESS, have had a

significant impact on shaping the delivery of

community-based health care services (Williams,

1983). The demonstrations provided a range of

health and health-related social services (i.e.,

homemaker, home health, chore, home-delivered

meals, adult day care and transportation services)

for specified groups of clients.13

State and local initiatives

Such Federally sponsored demonstration

projects inspired a number of States to undertake

initiatives to reorganize or restructure benefits

offered through Federal programs. These efforts

have used assessment methodologies to control

institutional access and/or reorganize access to

community services, with numerous instruments

developed for use at the State level to determine

a patient’s needs for long-term care services.

Some instruments are used to determine the

appropriateness of nursing home placement (i.e.,

to determine eligibility for facility-based care

under the Medicaid program). l4 Other instruments

are used to assess the need for community-based

services, such as those funded through the

Medicaid 2176 home and community-based

service waiver program.15

Instruments in use at the State and local level

vary in terms of their content and scope, with

many of the instruments constructed to assess an

individual’s needs in terms of the services that are

provided through State or local programs. Though

13According  to Capitman (1988),  many studies
experienced difficulty in targeting chronically ill and func-
tionally disabled clients for whom the provision of case
management and expanded services proved cost-effective.
However, exceptions appeared to be those programs that:
1) used preadmission screening of Medicaid patients
seeking entry to a nursing home as the intake/eligibility
process for case management and expanded services, or 2)
combined State Medicaid nursing home admission criteria
for targeting case management with hospital based transi-
tional care programs or consolidated delivery systems.

14A 198 1 survey found that 28 States had manda-
tory pre-admission screening programs for Medicaid pa-
tients prior to nursing home admission (Knowlton, Clauser
& Fatula, 1982).

150f the 95 Medicaid 2 176 waiver programs ap-
proved as of April 30,1985,66  programs offered some type
of case management service (Shaughnessy &Price, 1987).
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many States have taken steps to decrease

fragmentation and improve the coordination of

services, there may be anumber of instruments in

use within a particular geographical region to

assess an individual’s needs for continuing care

(i.e., eligibility for programs that support long-

term care services). Providers of health care

services and discharge planners in particular are

faced with the task of maintaining knowledge of

the variety of methods that are used to establish

eligibility for continuing care services in their

area.

In addition, a large number of comprehensive

instruments have been developed for clinical use

at the provider level to facilitate discharge

planning and promote continuity of care.16

D. ISSUES IN INSTRUMENT DESIGN

AND EVALUATION

Reliabilitv and validitv

The Panel reviewed a number of issues

associated with the reliability and validity of the

UNAI.17 A valid and reliable instrument that has

been designed for use with a specific population

may prove unacceptable for general use. For this

reason, previously developed “needs assessment”

instruments with acceptable levels of reliability

and validity would not necessarily be appropriate

for widescale use as intended by OBRA ‘86. The

characteristics of the original study population

may bias the validity of an instrument. The

reliability of the instrument may also be affected

by the characteristics of the user/assessor. In

addition, some instruments designed for research

purposes may be impractical for broader

application.

According to Kane and Kane (198 l), the

purpose of the assessment determines what level

of reliability and validity is appropriate (i.e., the

extent and type of errors that are acceptable).

Assessment instruments that are satisfactory for

research purposes may be unacceptable for clinical

use, where errors may have serious implications

for an individual’s care, safety and quality of life.

For this reason, many experts advocate the use of

assessment technology for initial screening only,

to be followed by a less structured clinical

evaluation (U.S. Congress, OTA, 1987). This

concern may be particularly relevant should the

UNAI be used as the sole mechanism to determine

an individual’s eligibility for post-hospital

services. In this vein, the Panel expressed

apprehension about the development of an

eligibility determination system that precluded

additional input necessary to develop an

16Many  excellent instruments that provide a com- acknowledge the significant contribution of the “state-of-
prehensive assessment of a patient’s posthospital care the-art” to the development of the UNAI.
needs are currently in use, but a more complete discussion
of specific instruments is beyond the scope of this report.
However, the Panel wishes to express its appreciation to all
those who forwarded such instruments to staff and to

17Reliability  refers to the degree of consistency or
accuracy with which an instrument measures an attribute.
Validity refers to the degree to which an instrument mea-
sures what it is supposed to be measuring.
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appropriate plan for continuing care, such as

clinical judgment and client values and goals (see

Chapter 7).

Conversely, the lack of a structured

assessment process may result in decisions that

are based upon intuitive judgments made using

incomplete information or informal observations.

Many experts believe that standardized

assessment technology could improve the

accuracy of clinical judgments and identification

of care needs as well as facilitate communication

among caregivers (U.S. Congress, OTA, 1987).

Administrative feasibilitv

In addition, the achievement of acceptable

levels of reliability and validity is not the only

concern when designing an instrument for use in

a regulatory context. Issues associated with

administrative feasibility may require the

acceptance of lower levels of reliability and

validity to enable a uniform system of assessment

to be implemented (M.J. Namerow, Panel

presentation, September 25, 1988). The Panel

recognized that a thorough evaluation to establish

the reliability, validity and administrative

feasibility of using the UNAI would be required

(see Chapter 5 for recommendations for testing)

and that further refinement of the UNAI may be

indicated to obtain an appropriate balance between

these factors.

E. HEALTH CARE FINANCING

ADMINISTRATION INITIATIVES

IN THE DEVELOPMENT OF

STANDARDIZED ASSESSMENT

METHODOLOGIES

There has been an increase in the use of

clinical assessment methodology in regulatory

systems over the past several years. Previous

discussion focused on State use of assessment

instruments for case management and/or

eligibility determination for Medicaid-covered

post-hospital services. A number of States have

also begun to use assessment technology to

determine Medicaid reimbursement rates for

nursing home care. I8 Case-mix payment systems

systematically link the level of reimbursement to

patient intensity or the level of resources necessary

to provide care. A facility’s case-mix is

determined through indirect or direct measures.

Direct measures rely upon a clinical assessment

18The  use of resident-centered information to de-
termine nursing facility payment rates dates back to the late
1970s and early 1980s. As of mid-1986, seven states
(Illinois, Maryland, Minnesota, Montana, New York, Ohio
and West Virginia) factored case-mix directly into their
Medicaid payment formulas for nursing home care
(Grimaldi & Jazwiecki, 1987). In the past few years, other
State Medicaid agencies, including Texas, North Dakota
and Massachusetts, have implemented case-mix systems

(The Circle, 1990). Other States, such as Pennsylvania,
Wisconsin and Nebraska, are studying or developing case-
mix methodologies (B. Cornelius, personal communica-
tion, June 1990).

Grimaldi and Jazwiecki (1987) predict continued
growth of this phenomenon and feel that a case-mix reim-
bursement system may eventually be adopted by the Medi-
care program.
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that typically classifies patients according to their

functional abilities, medical and nursing care

needs, and services received (Grimaldi &

Jazwiecki, 1987).

In addition, there has been an increase in the

use of assessment methodology for regulatory

quality assurance purposes. For example, New

York has developed an innovative assessment

system that combines case-mix (RUG-II) with

quality assurance (the New York Quality

Assurance System, or NYQAS).19  Assessment

data compiled via the Patient Review Instrument

(PRI)  i s  analyzed to  determine both

reimbursement levels and the presence of possible

quality of care problems (patient outcomes defined

as Sentinel Health Events), which trigger a more

in-depth review of care by State surveyors (D.

Schneider, Panel presentation, June 2, 1988;

Schneider, Fries, Foley, Desmond & Gormley,

1988).

At the Federal level, there is also increased

attention directed towards the use of assessment

technology for quality assurance purposes. In

particular, two ongoing HCFA assessment

initiatives share the UNAI’s functionally based

approach to assessing needs for care that is

provided in post-hospital settings.

Resident assessment and the Minimum Datq

S&

Early Federal requirements for nursing homes

centered around physical safety and the adequacy

of treatment and services. The goal of nursing

home care was viewed as an improvement in, or

maintenance of the highest possible level of, the

patient’s functional capabilities; however,

methods to measure quality care and patient

outcomes proved difficult to define through

regulation. A new survey process that used state-

of-the-art observation techniques to assess patient

care and health status was implemented in the

mid-1980s but Federal efforts to refine and

upgrade requirements for nursing homes reached

a stalemate during the early 1980s (Morford,

1988).

Public and Congressional concerns regarding

HCFA’s  proposed regulatory changes for nursing

homes prompted HCFA to contract with the

Institute of Medicine (IoM)  in 1983 to perform a

study that “would serve as the basis for adjusting

federal (and state) policies and regulations

governing the certification of nursing homes so

as to make those policies and regulations as

appropriate and  effective as possible” (IoM, 1986).

The IoM’s Committee on Nursing Home

Regulation performed an indepth  study of many

19The  Veterans Administration is also using the
RUG-II system nationwide for resource utilization. The
RUG-II and NYQAS systems were developed by research-
ers at Rensselaer Polytechnic Institute and the New York

State Department of Health under HCFA grants. The
NYQAS system was implemented Fall 1988 (Schneider,
Fries, Foley, Desmond & Gormley, 1988).
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of the problems associated with quality of care

and quality of life in nursing homes. The

Committee issued a 1986 report, Imoroving the

Ouality of Care in Nursing Homes, which

recommended many changes in the regulatory

policies and procedures used to assure the quality

of care provided to nursing home residents (IoM,

1986). This landmark report went on to serve as

the basis for many of OBRA ‘87’s nursing

home reform provisions.

The need for a uniform system of resident

assessment was a key component of the IoM’s

recommendations. The IoM Committee noted

that “providing high quality care requires careful

assessmentofeachresident’s functional, medical,

mental and psychosocial status,” which is needed

to develop individualized plans of care (IoM,

1986, p. 74). The IoM Committee also believed

that a uniform system for resident assessment

was essential to the development of outcome-

oriented measures of quality and an enhanced

patient-focused survey process.

In October 1987, HCFA published a Notice

of Proposed Rule-Making (NPRM) regarding

new requirements for long term care facilities.

Concomitantly, HCFA began a major initiative

to develop a resident assessment system. These

efforts were superceded and reshaped by the

passage of OBRA ‘87, the nursing home reform

act.

In OBRA ‘87, Congress. supported the

importance of resident assessment by requiring

the Secretary to develop a resident assessment

process for use by all nursing facilities

participating in the Medicare and Medicaid

programs. Section 1819(b)(3) requires each

nursing facility to “conduct a comprehensive,

accurate, standardized, reproducible assessment

of each resident’s functional capacity,” which is

based on a uniform minimum data set specified

by the Secretary (Compilation of the Social

Security Laws). The assessment is to be performed

on admission and yearly thereafter, as well as “on

significant change” in a resident’s status. While

the Secretary was charged with specifying a

uniform minimum data set and designating one

or more resident assessment instruments, the

States were allowed latitude in developing

alternative assessment instruments, provided that

they contained the “minimum data set” and met

criteria specified by the Secretary.

In October 1988, a contract to develop and

evaluate a uniform resident assessment system

was awarded by HCFA to the Research Triangle

Institute and its subcontractors, Hebrew

Rehabilitation Center for Aged, Brown University

and the University of Michigan. Several inter-

related components of the resident assessment

system have been developed. The Minimum

Data Set (MDS) consists of core items and

definitions needed to perform a comprehensive

assessment. It also contains “triggers”, which are

one or more items used in combination to identify

residents for whom specific Resident Assessment

Protocols (RAPS) will be completed. The purpose

of the RAPS is to provide a structured framework

for a more detailed assessment of a potential

problem in order to gather clinically relevant
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information about an individual that contributes

to care planning (HCFA unpublished paper, 1990).

MDS development and evaluation m-ocess

In developing the MDS, a number of

standardized assessment instruments were

reviewed and compared to determine critical

assessment elements. The MDS evolved through

an extensive period of item analysis and revision,

conducted with the assistance of advisory groups

that included consumers, advocates, providers,

regulators, researchers and experts in

measurement. Evaluation of the MDS began

with a small scale trial conducted in May and

June of 1989 (Morris, Hawes, Phillips, Mor,

Fries, Katz, Murphy & Drugovich, 1990).

Additional field testing, including validation of

the RAPS, concluded July 1990. The Secretary

designated the Resident Assessment Instrument

(RAI) system, which included the MDS and

RAPS, in September 1990.

Nursing facilities were required to conduct a

comprehensive assessment of newly admitted

residents as of October 1, 1990, and to begin

using the State-specified instrument after

notification by the State. Regulations specify

that each assessment must be “conducted or

coordinated by a registered nurse, who signs and

certifies the completion of the assessment”

(Federal Register, February 2, 1989, p. 5364).

HCFA intends to incorporate the use of the

resident assessment system into the long-term

care survey and certification process. A State

agency surveyor will review data from the

assessments of a stratified sample of residents in

the facility to assess the appropriateness of the

resident’s individualized plan of care and the

actual care that is provided. Additionally,

individual resident and facility profiles of data

compiled via the MDS may be used to tailor

surveys in the future, allowing for targeted reviews

of suspected problem areas or adjustment of the

survey team composition (e.g., using a pharmacist

surveyor if problems in medication administration

or overuse of chemical restraints are suspected).

A report to the Congress evaluating the resident

assessment process is due January 1,1993  (HCFA

unpublished paper, 199O).*O

?OOBRA  ‘87 granted an additional impetus for the
use of resident-centered data by eliminating the distinction
between Skilled Nursing (SNF) and Intermediate (ICF)
care and charging the Secretary to provide States with
assistance in developing Medicaid case-mix payment sys-
terns for all nursing facilities.

A four year HCFA demonstration that began in
1989, the Multistate Nursing Home Case Mix and Quality

Project (NHCMQ), builds on the MDS to develop, imple-
ment and evaluate a resident-centered system for Medicare
and Medicaid case-mix reimbursement and quality moni-
toring. An expanded version of the MDS is being used to
collect data in the four demonstration states (Kansas,
Maine, Mississippi and South Dakota), beginning Summer
1990 (The Circle, 1990).
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Home Health Functional Assessment Instru-

ment

OBRA ‘87 also directed a change in the

method used to certify home health agencies for

participation in the Medicare program. In order

to receive Medicare reimbursement, home health

agencies must meet Federal health and safety

standards known as conditions of participation.

Previously, the home health survey process

consisted of on-site review at the agency itself to

determine compliance with standards that focused

primarily on structure and process. Subject to

review were the agency’s personnel records,

policy and procedure manuals, contracts for

arranged services, patients’ plans of treatment,

clinical records and other relevant materials.

OBRA ‘87 charged the Secretary with

developing a functionally based assessment

instrument to be used in the home health survey

process. The instrument will be used to assess

“the extent to which the quality and scope of

items and services furnished by the agency

attained and maintained the highest practicable

functional capacity”of the patient receiving home

health care, as reflected in the individual’s written

plan of care and clinical records (Compilation of

the Social Security Laws, section 1891(c)(2)).

Functional Assessment Instrument develop-

ment and evaluation

The Home Health Functional Assessment

Instrument was developed under contract with

Abt Associates, Inc., who relied heavily upon

feedback from home health care experts and

associations representing providers and

beneficiaries during the instrument development

prdcess. The instrument, which includes

indicators of medical, nursing and rehabilitative

care as required by law, underwent two field

testing trials, which were completed December

1989.

As required by OBRA ‘87, the home health

survey process has been revised to require the

State agency surveyor‘to  make home visits to a

case-mix stratified sample of individuals being

furnished items or services by the home health

agency. State agency surveyors will begin using

the functional assessment instrument during the

survey of home health agencies as soon as the

form and other materials needed to implement

this requirement have  comple ted  the

administrative approval process. The Secretary

will evaluate the assessment,process in a report

due to the Congress by January 1, 1992.

Relationshin to the Uniform Needs Assess-

ment initiative

Throughout the course of the Panel’s

deliberations, questions were received regarding

the relationship of these projects to the uniform

needs assessment initiative. Essentially, all three

initiatives require the use of functionally based

measures to assess patients from a post-acute

care perspective. However, the initiatives differ

in the purpose of the assessment:

57



o uniform needs assessment -
to determine needs for post-discharge/
continuing care from any point/setting in
the continuum of care. This assessment
anticipates which service(s)/type(s)  of
care are needed to assist the patient/fam-
ily in meeting functional limitations and
nursing and other care requirements;

o nursiw facilitv resident assessment -
for use by long term care facility staff to
identify needs for care within the nursing
facility. The instrument may also be used
by State agency surveyors to evaluate the
care that is provided by the nursing facil-
ity. Resident assessment data serves as
the basis for the development of the nurs-
ing facility’s plan of care; and

o home health functional assessment in-
strument - for use by the State agency
surveyor to evaluate the care that is
provided by a home health agency. Cur-
rently, there is no requirement for use by
the provider of home health services.

OBRA ‘87 mandated the use of both the

nursing facility resident assessment instrument

and home health functional assessment instrument

in the Medicare program. Also included were

statutory directives regarding timetables for

implementation and evaluation. OBRA ‘86

required the development of the uniform needs

assessment instrument but did not include a

requirement for its implementation. All three

initiatives have relevance for Medicare’s quality

assurance program. While the instruments are

intended for use in different care settings, they

share a functionally oriented framework and an

end goal of improving the quality of care provided

to beneficiaries.

The nursing facility resident assessment and

home health functional assessment instrument

initiatives shared many of the conceptual and

methodological issues addressed by the Advisory

Panel on the Development of Uniform Needs

Assessment Instrument(s). The instruments must

provide assessment data that is accurate,

standardized and reproducible by different raters

in different sites. Those responsible for the

development of the instruments struggled to

determine which items were critical, needing to

resolve the conflict between wanting to develop

a comprehensive assessment and the practical

advantages associated with streamlining the

assessment. The initiatives are also capable of

generating data bases that could provide more

consistent, useful and retrievable information

regarding patient status and the care that is

rendered by Medicare-participating providers than

is currently available.

Coordination of related assessment instru-

ments

The Advisory Panel on the Development of

Uniform Needs Assessment Instrument(s) shared

the public’s general consensus regarding the need

to approach the development of the above

instruments utilizing a common framework and

consistent terminology. (see Appendix D for a

summary of public comment). This is particularly

desirable for providers responsible for performing,

or affected by, more than one of the assessment

methodologies. In addition, it would also be
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advantageous in terms of providing a cohesive

approach to quality assurance efforts and the

development of assessment-derived data bases.

While the Secretary is ultimately responsible

for each of the initiatives and charged with

reporting to the Congress, responsibility for

overseeing the development of each of the

instruments has been delegated to the Office of

Survey and Certification, part of HCFA’s Health

Standards and Quality Bureau. During the process

of developing the instruments, there was ongoing

communication between HCFA staff members

responsible for the projects as well as sharing of

draft documents.

However, three issues impeded HCFA’s

ability to coordinate the development of the

assessment methodologies. First, each of the

instruments has a different purpose and therefore

requires a different clinical approach and level of

detail. Because of these variations in purpose, it

is not possible for there to be complete agreement

among the instruments, in terms of the types of

items or scope of the assessment. Second, each

of the initiatives stemmed from separate and

sometimes disparate Congressional directives.

The third issue is operational in nature and

concerns administrative details associated with

the instrument development process. Two of the

instruments were developed under contract, with

the assistance of other technical experts and

representatives of provider and consumer groups.

The UNAI was developed by a Secretarially-

appointed advisory panel, whose meetings were

open to the public. The nature and scope of these

projects as well as the number of individuals

involved in the instrument development processes

precluded further coordination efforts within the

timeframes specified by the Congress.

There is potential, however, for continued

refinement of the assessment methodologies to

promote the greatest possible degree of

coordination that is warranted, given the variations

in purpose. Both the nursing facility resident

assessment and home health functional

assessment initiatives call for an evaluation and

allow for ongoing revision. Additionally, the

uniform needs assessment instrument has yet to

be field tested; refinement of the UNAI will

probably occur after a period of field testing.

Certainly, it would appear that the use of

standardized assessment methodology for

regulatory purposes is in its infancy and that there

is much potential for evolution towards a more

cohesive approach at the Federal level.

Summarv

Numerous patient assessment tools have been

developed for use in particular settings or with

specific patient populations. Many instruments

have been developed to assess particular domains

only, although a number of tools provide a

comprehensive assessment. In the past, most

assessment instruments were developed for .

clinical and/or research purposes. Generally,

assessment instruments have been used in a

regulatory context only at the State and/or local

level for purposes associated with evaluating a
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patient’s eligibility for services or determining

reimbursement levels, as in the case of those

States that use case-mix systems for long-term

care services.

As reforms are implemented to assure and

improve the quality of care provided to

beneficiaries, it can be seen that the Medicare

program has- entered an “age of assessment.”

Themes common to recent initiatives indicate

Congressional recognition of the importance of

developing standardized methodology to assess

the needs of beneficiaries as well as to evaluate a

provider’s ability to meet patient needs.

Requirements for providers to conduct a

standardized assessment process, as well as for

surveyors to use assessment data in the survey

process, have the potential to do much to improve

both the care provided to beneficiaries and the

government’s ability to perform outcome-

oriented, clinically based quality assurance.

The following chapter discusses the

development of one such standardized assessment

methodology, the uniform needs assessment

instrument (UNAI).
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CHAPTER 4: THE UNIFORM NEEDS ASSESSMENT INSTRUMENT:
CONTENT ISSUES

This chapter presents the uniform needs as-

sessment instrument (UNAI). While the content

of the instrument has been condensed into a four

page form, the Panel struggled with and resolved

a myriad of issues during its thirteen months of

deliberation. The following chapter will address

the process the Panel employed to develop the

instrument and recount the principal issues and

concerns that directed the content. It is intended

to provide the reader with a better understanding

of the Panel’s recommendations regarding the

structure and content of the uniform needs as-

sessment instrument.

A. PROCESS USED BY THE PANEL
TO DEVELOP THE INSTRUMENT

The Panel took five steps to develop the

uniform needs assessment instrument mandated

by Congress. These steps were:

o establish a common background and vo-
cabulary, and agree on a method for mak-
ing decisions as a group;

o clarify the purpose and focus of the uni-
form needs assessment instrument;

o establish the minimum content (assess-
ment items) for assessment of continuing
care needs;

o sort the minimum content into assess-
ment domains, if appropriate; and

o define terms and establish measurement
methodology.

&common
backwound

Consideration of the historical development

of discharge planning, identification of factors in

the current health care environment influencing

transitional care, and a review of assessment

methodology were accomplished through pre-

sentations made by panelists and invited guests

with expertise in discharge planning and assess-

ment. (Presenters and their topics are listed in

Appendix C). These presentations, along with a

review of notable literature and a sample of

assessment tools, provided the Panel with a foun-

dation from which to pursue its objective.

Panel members’ goals and ideas regarding

the uniform needs assessment instrument varied.

To ensure that all voices were heard, the Panel

decided to make its decisions by consensus when-

ever possible. The Panel’s consideration of each

issue was as exhaustive as possible within the

time constraints characteristic of such committee

work. The Panel also set aside time for dialogue

with the public, at each stage of its deliberations,

and conducted its meetings in a variety of geo-

graphical locations in order to hear testimony

representing regional concerns and perspectives.

1Cl rif in of the
Uniform Needs Assessment Instrument

The Panel agreed that the legislative intent

and focus of the Panel’s charter was on establish-

ing greater uniformity in the evaluation of post-

65



hospital needs of Medicare beneficiaries. It was

also recognized that the Congressional intent was

not to limit the Panel’s scope of work to a hospital

discharge planning assessment, but would in-

volve development of an instrument or instru-

ments that could have utility for extended care

facilities, home health agencies and fiscal inter-

mediaries.

Members of the Panel and experts from the

field pointed out that continuity of care encom-

passes transitions across settings along the entire

health care continuum, and should not be re-

stricted to discharge planning from an acute care

hospital. The importance of evaluating health

and supportive care needs continues to be critical

in considering post-home health care follow-up

or discharge planning from a skilled nursing

facility. The Panel generally viewed the compo-

nents of continuity of care assessment as appli-

cable regardless of the patient’s location within

the health care system and believed that assess-

ment factors used to determine post-hospital needs

should generalize to other levels of care.

Initially, the Panel chose to concentrate on

developing a single instrument that would incor-

porate common data elements necessary to as-

sess needs for continuing care across care set-

tings. After study, the Panel concluded that the

UNAI had a broad application, which precluded

the need to create additional care setting specific

instruments.

The Panel was also charged with evaluating

the use of the UNAI to determine whether pay-

ment should be made for services provided to

Medicare beneficiaries. The Panel deliberately

chose to utilize a clinical decision-making ap-

proach in designing the instrument rather than

allow the process to be driven by the inclusion of

Medicare eligibility criteria. This decision re-

flected the concern that development of a thor-

ough and effective assessment instrument might

be compromised if influenced by existing eligi-

bility criteria for Medicare covered post-hospital

services.

Establishing a minimum data base for a
uniform needs assessment

The first question facing the Panel concerned

which patient characteristics are most indicative

of his or her continuing care requirements. Pan-

elists held varied opinions on what defines an

individual’s need for post-hospital care. The

Panel decided that contributions from its entire

membership, with its diverse expertise and pro-

fessional training, would be essential to the task

of identifying the range of possible assessment

components. Specifically, the Panel attempted to

enumerate every characteristic that might define

the type or extent of a patient’s continuing care

needs.

In plenary session, the Panel listed possible

assessment items, beginning without concern for

repetition of items, standardization of terms, or

analysis or categorization of items. This exercise

produced a list of over 100 possible items. Pan-

elists next clarified the meaning of each item,

translated items into terms understood by all, and

deleted repeated items. (The final list included
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105 items and appears as Exhibit 4- 1.) Panelists

prioritized items for the assessment instrument

from this list, through a Delphi-method exercise

in an effort to reach a consensus on those items

most critical to evaluating a patient’s need for

continuing care. Supporting rationale for many

of the items that were selected is summarized

below, in section C.

Using a consensus building approach, the

Panel evaluated each proposed item to determine

whether a patient’s needs for post-hospital care

could be adequately assessed without consider-

ing that particular item. The Panel was able to

eliminate many items on its list of possible as-

sessment components that were not considered

essential to an evaluation of post-hospital needs.

Prior to conducting this exercise, the Panel

received guidance from Robert Kane, M.D., an

expert in assessment of the elderly (Panel presen-

tation, August 3,1988).  Dr. Kane suggested that

patient assessments are conducted for one of

three purposes: care planning, defining progno-

sis, or charting progress. The purpose for which

an assessment is being made should dictate the

characteristics to be measured and the units of

measurement to be used. The Panel repeatedly

revisited its charge in terms of the purpose of the

instrument while deliberating whether to include

each item. Some items on the list were viewed as

more appropriately contained as part of a com-

prehensive case management instrument, a tool

to measure rehabilitative progress, or an

interfacility transfer/referral form. The Panel

believed that some items should already have

been assessed and considered by staff as part of

routine hospital care. For example, the proposed

item, “Results of X-rays and lab work,” is part of

the diagnostic and clinical data recorded on the

patient’s medical record. While generally of im-

portance to the patient’s next caregiver for care

planning purposes, such a report would have

little relevance to an assessment of post-hospital

needs.

The Panel omitted many items because, al-

though they might be useful for research pur-

poses, they were not essential to the actual needs

assessment. “Services used in the past six months,”

for example, may provide researchers with a

precise quantification to classify and compare

patients. The assessor, however, might find a

requirement to collect information at this level of

precision burdensome and unnecessary. “Ser-

vices used immediately prior to admission” may

be a more appropriate and efficient indicator to

extrapolate needs for services upon discharge.

The Panel reaffirmed that the UNAI should

maintain its focus as a tool for discharge planning

practice, although it was acknowledged that the

data collected via the instrument may provide

significant contributions to health care research.

A UNAI designed with its primary purpose as

data collection would likely be longer and more

difficult to use than an instrument constructed

specifically to standardize and facilitate the needs

assessment process. If the UNAI had the strict-

ness and scope of a research instrument, its use

would be limited. This would not only reduce the

potential benefits to clinical practice but would

also diminish the size and utility of any subse-

quent data base.
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EXHIBIT 4-1: INITIAL LIST OF POSSIBLE ASSESSMENT ITEMS

During their August 3-4, 1988, meeting, the Advisory Panel participated in an exercise to identify
components for possible inclusion in a uniform needs assessment instrument. The initial listing of
assessment items included:

1.
2.
3.
4.

5.

6.
7.

8.
9.

10.

11.
12.

13.
14.

15.
16.
17.
18.
19.
20.

21.
22.
23.
24.
25.
26.
27.
28.

29.

30.
31.

home environment
feeding
patient expectations
patient understanding of plan or treat-
ment
known health problems and diseases
(active/inactive)
ability to attend/concentrate
patient/family long- and short-term
goals
bowel/bladder function
pets and possessions
medications (prescription and over the
counter)
medical/nursing care needs at discharge
ability to manage medication adminis-
tration
diagnosis/prognosis
services used in last six months (includ-
ing in-patient)
primary support to patient
community services available
standard demographics
ability to dress (upper and lower)
patient needs
assurance of access to recommended
services
ability to communicate
level of caregiver burden
financial status
patient education needs
family expectations
ability to learn
functional strengths and deficits
indoor mobility (pre-admission and
current)
date last physical exam and summary of
findings
insurance/coverage
motivation

32.
33.
34.

35.

36.
37.
38.
39.
40.
41.
42.
43.
44.
45.

46.
47.
48.
49.
50.
51.

52.

53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.

65.

abstract thinking
ability to transfer
ability of caregivers (physical and
psychosocial)
individual responsible for follow-up
care
living will
durable power of attorney
level of patient cooperation
patient credibility
rehabilitation potential
special nursing procedures
patient’s value system/quality of life
skin integrity
consideration of available options
professional expectations for change/
improvement
physician’s orders
needs of caregiver system/environment
meal preparation
caregiver willingness
ambulation
monitoring the adequacy of the dis-
charge plan
functional/adaptive aids (i.e., dentures,
walker, wheelchair)
insight
level of consciousness
wandering
high tech needs
ability to do housekeeping chores
diet
premorbid functional level
orientation (person, place and time)
memory
judgment
presence of hallucinations
patient memberships (groups/organiza-
tions/networks)
ability of formal health care provider to
give necessary level of care
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EXHIBIT 4-1 continued

66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.
82.

83.

84.
85.

language comprehension
language expression
anxiety
mental retardation
sensory impairment
ability to bathe
patient’s affect
residential/environmental barriers
spiritual beliefs
patient preferences/habits
sexual behavior
safety
patient/family wishes
community mobility
caregiver education
previous coping abilities
knowledge of community resources
and ability to access
skilled professional care needs (fre-
quency and purpose)
X-ray, laboratory results
swallowing deficits

86.
87.
88.
89.
90.
91.
92.
93.
94.
95.
96.
97.
98.
99.

100.
101.
102.

103.
104.
105.

pain
major procedures during admission
activity tolerance
gaps in service
sleeping habits
person patient lives with
problem solving abilities
immunization status
addictive behaviors
ability to socialize
other
visual/spatial ability
disruptive behavior
nutritional status
exercise regimen
toileting
behavior (i.e., agitated, assaultive,
noisy, demanding, withdrawn)
recent losses
durable medical equipment
delusional thinking

CatePoriziw assessment content

Items within assessment instruments are of-

ten grouped by section or domain to structure

related information in an organized manner.

Sorting assessment information according to cat-

egories facilitates the process of clinical deci-

sion-making and enhances administrative utility.

The Panel was determined to create a structure

for the instrument that could be easily integrated

with commonly recognized discharge planning

systems and procedures. The Panel considered

the needs assessment within the context of the

broader discharge planning process in

organizing the sequence for the various sections

of the UNAI. An attempt was made to relate the

organization of the instrument to the typical flow

of the needs assessment process, ordering sec-

tions as they might be chronologically addressed

throughout the episode of care. The Panel se-

lected eight categories and placed them in the

following sequence:

o Sociodemographics
o Health Status
o Functional Status
o Environmental Factors in Post-Discharge

Care
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o Nursing and Other Care Requirements
o Family and Community Support
o Patient/Family Goals and Preferences
0 Options for Continuing Care

Definiw terms and measurement metho-
dolow

Having established the above categories and

sorted prioritized items under the appropriate

headings, the Panel turned its attention to a num-

ber of tasks necessary to operationalize an assess-

ment of needs for continuing care. This process

entailed developing specific language to charac-

terize each item on the instrument, defining the

scope and intent of each item being assessed and

determining the means by which the item would

be measured. The Panel drew substantially upon

the professional knowledge and expertise of its

members in constructing the instrument and es-

tablishing assessment methodology.

In designing the UNAI, the Panel endeavored

to make the form as user-friendly as possible.

The level of detail needed to enhance inter-rater

reliability was discussed at great length. The

Panel believed that the instrument should use

language recognized by discharge planners and

other potential users, regardless of their profes-

sional training or discipline. For the UNAI to

have an acceptable level of inter-rater reliability,

discharge planners must have a common under-

standing of the assessment criteria included in the

instrument.

Despite this objective, the Panel did not wish

to sacrifice the accuracy that can be achieved by

incorporating clinical terminology commonly

utilized by a specific discipline(s). The terminol-

ogy adopted in each assessment domain tends to

reflect the frame of reference particular to the

discipline most commonly associated with as-

sessing those spheres. For example, the Nursing

and Other Care Requirements section borrows

significantly from the framework and terminol-

ogy used in nursing practice. Similarly, the

Functional Status section uses language and

definitions common to the rehabilitation pro-

vider community. The Panel streamlined and

simplified the language of assessment domains

as much as possible, but stressed the importance

of the assessor manual, training and professional

supervision to promote consistent use of termi-

nology.

The Panel debated the advantages and disad-

vantages of two general approaches to formatting

the instrument. One scenario would have the

instrument include a detailed definition and nu-

merous cues or examples for each item. Addi-

tional space would be provided for relevant com-

ments or extenuating factors to be considered by

the assessor. On the positive side, this format

would provide the assessor with all the informa-

tion necessary to understand the items and accu-

rately complete the assessment. Using this ap-

proach, the amount of supporting documentation

and training required to administer the instru-

ment properly would be minimized. However,

on the negative side, the length of this type of

document may overwhelm potential assessors,

and be cumbersome to utilize and maintain.
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An alternative format approach would not

provide any explanatory detail on the assessment

form itself but would rely on a user’s manual to

provide the definitions and directions needed to

administer the instrument. The user’s manual

would serve as a reference tool for UNAI asses-

sors, providing explanations of the instrument’s

organization and content, and instructions gov-

erning its appropriate application. The manual

would include supporting documentation, such

as definitions, cues and examples, designed to

promote consistency and uniformity in the as-

sessment process.

A potential disadvantage to this approach

might be the frequent need for assessors to refer-

ence the manual during the assessment process,

thus increasing the administration time. Lack of

consistent availability of a user’s manual to the

patient care team members was also viewed as a

potential problem with this approach. The Panel

recognized that this approach would probably

require more extensive training of assessors. This

was a particularly important consideration given

the widespread use of temporary personnel, in

some areas of the country, in positions likely to be

utilizing the UNAI.

The Panel eventually adopted a format that

sought to strike a balance between the interests of

minimizing the length of the instrument and

providing sufficient detail to allow the form to

stand alone. Only those definitions and cues that

were deemed critical were included on the needs

assessment form itself.

Specific decisions on UNAI content and for-

mat are elaborated upon section by section

following the instrument, which is presented in

Exhibit 4-2.

B. SCOPE OF THE NEEDS ASSESSMENT

In developing specific content, the Panel op-

erated under the following assumptions regard-

ing the scope and intent of the items to be in-

cluded in each assessment category:

0

0

Sociodemographic: Basic identifying
information.

Health Status: Information on a limited
number of conditions and risk factors felt
to be predictive of the need for post-
hospital care.

Functional Status: Evaluates the level
or degree of independence in performance
of activities fundamental to daily living.
The functional assessment is intended to
provide a measure of functional compe-
tence and efficiency and to determine the
patient’s self-care abilities and need for
assistance or supervision.

Environmental Factors: Identifies the
patient’s usual living arrangements and
specific barriers in the anticipated post-
hospital environment that may affect the
patient’s ability to safely realize his or her
self-care potential.

Nursing and Other Care Require-
ments: Predicts or extrapolates the pro-
fessional services, supplies, and/or equip-
ment that will be required by the patient

71







EXHIBIT 4-2

See manual for complete definitions and instructions, Rate observed or reported performance only. Rating assumes patient is able to function safely.

B. Additional Asslstlve Devices Currently In Use:A. Rate Level of Independence for the Following:

(Minimal assistance defined as including the need
for supervision, verbal cueing or minimal physical
assistance. Moderate assistance implies the need
for physical assistance.)

Activities of Daily Living

Eating (ad of bringing food to mouth, chewing and swallowing)

III.  FUNCTIONAL STATUS

Bathing (bathing body, excluding back and shampooing hair)

Dressing (setting out clothing and dressing entire body,
including necessary prothesis/orthosis)

Toilet Use (use of toilet, urinal, bedpan; includes cleansing
self after elimination and adjusting dothin9)

Bowel Management (intentional control d bowel movements;
includes use of agents necessary for bowel contrd)

Bladder Management (intentional control d urinary bladder:
includes use of agents necessary for bladder control)

Transfer (transferring to and from bed, chair or wheelchair;
includes coming to a standing position)

Locomotion (includes walking, once in a standing position;
using a wheelchair indoors)

r-l
Check most frequent mode d locomotion at discharge: f-f Walking 0 Wheelchair Handling Finances I I

Transportation Use

D. Communication

Comprehension (Ability to understand auditory
or visual communication)

0 Able to understand directions

q Can follow directions with minimal
prompting, repetition

0 Has difficulty following directions,
needs constant prompting

0 Unable to follow simple directions

Expression (Ability to communicate
basic daily needs)

:

Expresses needs clearly

Expresses needs slowly  or requires
minimal prompting

(7 Expresses needs with difficulty,
requiring much prompting

0 Unable to express needs

Usual Mode(s) of Communication

0 Bpeech

Cl Writing

0 Gestures/Sounds

Cl Sign Language

c l Communication  Device

E. List Restrictions that Would Affect Ability to Perform Above Functions:

A. Usual Living Arrangements:
IV. ENVIRONMENTAL FACTORS IN POST-DISCHARGE CARE

cl
0
cl
cl
q

House/&artment

Rented Room

Board and Care/Personal Care Facility/Retirement Home

Nursing Facility

0 Alone

0 With Spouse

0 With Others (Specify)

Other Are noninstitutional living arrangements available? 0 Yes 0 No

B. Environmental Barriers Comments:
I I

Yes No
Are there barriers to building entry/exit?
Are there internal barriers3 (stairs, narrow doorway)
Is toilet/tub/shower accessible?
Is the patient able to access emergency assistance?

Other Barriers (Specify):

Form HCFA-32 (12-92) Page 2 of 4
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EXHIBIT 4-2

V. NURSING AND OTHER CARE REQUIREMENTS

Check Anticipated Needs for Continuing Care:

A. Therapeutic Needs:

1. Skin: 0 Pressure Ulcer Care:_ Stage Site Cl Drainage/Culture Care:

cl Wound Care: Stage Site 0 Drainage/Culture Care:

2. Nutrition: u

c l

3. Hydration: :

c l

4. Respiratory: Cl

cl
cl

5. Elimination:

Therapeutic Diet (Specify)

Enteral Feeding: q Nasogastric  0 Gastrostomy Frequency:

Parenteral Feeding: Frequency:

Encourage Fluids 0 Restrict Flukls

Intravenous Hydration Route: q Peripheral q Central

Frequency:

Oxygen: Cl Continuous Cl Intermittent Frequency:

Delivery Method and Liter Fbw:

Tracheostomy: 0 Temporary q Permanent Frequency of Care:

Suctioning: Frequency:

Ventilator: 0 Temporary Cl Permanent

Urinary Catheter: 0 Indwelling II Intermittent

Size: Insertion Date: lrri9ation  and Frequency of Care:

Ostomy: Type and Frequency of Care:

Dialysis: 0 Hemo Cl Peritoneal Cl CAPD Treatment Frequency:

6. Administratimanagement  of Medications:
1 B. Patient/Family Educational Needs:

cl

Ei
cl
cl

::
cl

Self-Care Activities

Self-Management of Illness

Diet Instruction

Medication Administration

Ostomy Care

Wound Care/Dressing Change

Tracheostomy Care/Suctioning

Other

Oral

Subcutanews/lntramuscular:  Frequency

Intravenous: 0 Antibiotics 0 Chemotherapy 0 Blood Products

Frequency:

implanted Pump: Frequency:

Other:

Skilled Nursing Observation:

Supervision/Evaluation:

Other Care Needs:

1

VI. FAMILY AND COMMUNITY SUPPORT
A. Source(s) of Support:

Primary Support
Type of Support

Relationship (phzk; z;+ Availability Limitations

andlw  a&mmic)
or Constraints

Name:
Address:

q NoKnownSupport

B. Community Services Utilized Prior
to Admission:

Home Health Services
Homemaker Services
EquipmenUSupplies
Meals to Homebound
Transportation
Adult Day Care
Mental Health Services
Hospice
Respite
Case Management
Other

C. Additional Assistance Needed (For Home Care):

D. Physician Responsible for Follow-up Care (Name/Phone No.):

Form  HCFA-32 (12-92)

E. Other Individual Responsible for Coordinating Care (Name/Phone No.):

Page3of4
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EXHIBIT 4-2

VII. PATIENT/FAMILY GOALS AND PREFERENCES
A. Patient’s Goals and Preferences for Continuing Care: C. Religious or Ethnic Practices that May Affect Needs  or Preferences for Continuing Care:

D. Decision-Making Support:

B. Family/Caregiver’s  Preferences for Continuing Care:
Durable Power of Attorney

Living Will . . . . . . . . . . . . ..-.........................

A. Therapy/Service Needs:

0
cl
cl
0

Nursing

Physical Therapy

Occupational Therapy IJ

Speech  Therapy cl

VIIL’OPTIONS  FOR CONTINUING CARE
B. Durable Medical Equipment/Supply Needs:-

Respiratcry  Therapy 0 Bed 0 Sideraiis q Trapeze 0 Commode

social  work

Mental Health

O t h e r

q Walker 0 Wheelchair 0 Oxygen

Cl Other:

Cl D i i i e  Suppliis:

C. The Following Options are Consistent with the Patient’s Needs:

Home (no additional services necessary)

Relative’s home

Home with home care services 0

(specifvT~pe  )

Outpatient (Specify Type )
Adult day care

Other  ccrnmunfty  services  (specify Type )
Rehabilitaticn  facility

Board and care/personal  care facility/retirement home

Nursing Facility

Hospice

D. Beeds/Options  Have Been Discussed with:

Remarks:

Cl patient q family/representatfve c l nof discussed

Discharge Planner/Coordinator’s Signature: Date:

Form HCFA-22  (12-92)
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upon discharge from an acute or long-
term care setting.

Family and Community Support: Iden-
tifies potential caregivers and evaluates
their ability to provide support to the
patient as well as the supplementary re-
sources that are available in the patient’s
community.

Patient/Family Goals and Preferences:
Incorporates the values and desires of
patients and their families necessary to
develop options to meet continuing care
needs. The framework is intended to
facilitate patient and family participation
as well as promote self-determination
within the discharge planning process.

Options for Continuing Care: Identi-
fies potential options for disposition and
suggested continuing care services.

Attestation of Patient/Family Involve-
ment in Assessment of Continuing Care
Needs: Provides for acknowledgement
by the patient and family of their partici-
pation in the assessment process. (This
section will be attached to the UNAI but
printed as a separate form.)

C. SOURCES OF INFORMATION AND
INTERDISCIPLINARY CONTRIBU-
TIONS TO THE NEEDS ASSESS-
MENT

The Panel viewed the UNAI as drawing to-

gether information through a number of different

means and utilizing a variety of sources. The

process in which the information is collected for

the assessment may vary by institution. One

organization may utilize an individual social

worker or nurse discharge planner to interview

and observe the patient and family, consult with

medical, nursing, rehabilitation and other profes-

sional staff and complete the instrument based on

this interdisciplinary input. Another approach

may involve several different disciplines assum-

ing responsibility for completing specified com-

ponents of the tool. The Panel, as reflected in the

recommendations summarized in chapter 5 of

this report, strongly suggested an interdiscipli-

nary process as the most desirable system for

achieving an accurate and complete picture of the

patient’s needs. At the same time, the terminol-

ogy on the UNAI form should be understandable

regardless of the assessor’s background or pro-

fessional training. In addition, the Panel viewed

the “coordination” of the needs assessment as

critical to the process of consolidating previously

documented information and soliciting input di-

rectly from team members.

Sources of information

Throughout its deliberations, the Panel iden-

tified three principle sources for assessment in-

formation:

o Clinical records. Using the patient’s
clinical record as a source of information
has several advantages. Clinical records
are accessible, contain assessment data
generated by trained personnel familiar
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with a patient, and are usually presented
in a universally recognized language and
format. On the other hand, the transfer of
information from the clinical record to
the UNAI might result in information
being miscopied, misinterpreted, or out-
of-date. The Panel emphasized that the
assessor should document only those
medical conditions that are active or could
have an impact on future care needs.

o Direct clinical observation. There was
a certain sentiment held by the Panel that
direct observation of the patient by a
clinical professional was the most accu-
rate and desirable method for completing
the instrument. Relevant information
about complex and chronic conditions
that affect aftercare decisions cannot al-
ways be captured through record review.
Clinical observation alone may not cap-
ture the presence of underlying medical
conditions or important risk factors, un-
less the assessor’s attention is specifi-
cally directed to those factors. Elderly
patients, in particular, may have chronic
health problems that will not be observed
by hospital staff unless the patient was
admitted specifically for treatment of that
problem. The types of problems that
frequently go unobserved are often prob-
lems that may significantly decrease a
patient’s post-hospital functioning.
Mouth ulcers, which often prevent a pa-
tient from eating, are a classic example.
The background and expertise of the ob-
server may also influence the reliability
of assessment information. Cognitive
and behavioral issues, for example, may
be misinterpreted by an assessor with
little or no mental health training.

o Patient and familv interviews. Patients
and their families can share important
information regarding patient capabili-
ties, idiosyncrasies, and preferences oth-
erwise unknown to professional
caregivers. However, reported informa-
tion has potential drawbacks: it will prob-
ably not be framed in clinical language,
and it is possible that patients and their
families may, unintentionally or other-
wise, distort the information to influence
decisions or recommendations regarding
the discharge plan. Such distortions might
take the form of over-representing a
patient’s capabilities in order to avoid the
prospect of institutionalization, or exag-
gerating disabilities in an effort to
“qualify” for desired post-hospital
benefits.

Some assessment data could be collected

from any source; other items may require the

assessor to consult a particular source to obtain

accurate and reliable information. The Panel

therefore recommended that the user’s manual

include the most appropriate source(s) of infor-

mation for relevant assessment items.

Interdiscinlinarv narticination in the
assessment

The background and expertise required of

assessors may also vary throughout the needs

assessment process, depending upon the nature

of information to be collected. Health Status

information, for example, would be provided by

the patient’s attending physician(s) and is gener-

ally available within the admission history and

physical or progress notes. Functional Status
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would ideally be evaluated through direct obser-

vation by a nurse, therapist, social worker, or

discharge planning professional. However, in

some cases, it may have to be obtained through

reports from family members or other caregivers.

Nursing and Other Care Requirements data

will draw substantially from the nursing assess-

ment, but will likely include input from other

clinical professionals as well. Information

regarding Family and Community Support is

frequently identified through a social work evalu-

ation, but may also be supplied by other members

of the health care team.

D. ISSUES IN CONTENT

The following summarizes the Panel’s delib-

erations leading to decisions regarding inclusion

or exclusion of potential assessment items:

SociodemoPrar>hic  information

Some type of demographic information is

traditionally included on all patient assessment

forms. The Panel agreed that the majority of

information relevant to an assessment of continu-

ing care needs is typically available as part of the

patient’s admitting information (e.g., on the ad-

mission face sheet.) Concerned with the poten-

tial for duplication of information contained on

other forms or records, the Panel recommended

that the assessor attach an admission face sheet to

the UNAI and complete only those items not

found on the attachment.

The Panel considered a number of reasons to

include sociodemographic information on the

UNAI:

o At a practical, administrative level, cer-
tain information may be necessary to
identify a patient and to ensure that each
assessment is correctly labelled. Such
identification may be necessary if the
information is to be transferred to a post-
hospital care provider or utilized by third
party payers in determining eligibility for
services. Various patient identifiers may
also be needed to link assessment forms
to other patient records.

o Certain sociodemographic information is
clinically relevant to an assessment of
continuing care needs. Factors such as
age, marital status and religious prefer-
ence may impact on such continuity of
care issues as access to services and com-
munity support systems.

o Demographic information may also be
useful for research purposes. For example,
small-area analysis may use patient ZIP
codes to sort patient records by geographic
regions. Other analyses might require
information such as patient age, place of
birth or educational level. The Panel
determined, however, that socio-demo-
graphic information should be included
in the UNAI only to the extent that it
contributes to the needs assessment. No
demographic items were added to the
instrument for research purposes alone.

The potential items “health care coverage”

and “income level” generated particularly in-

tense Panel debate. The Panel acknowledged the
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importance of financial resource information in

determining the availability of post-hospital ser-

vices. There was, however, significant concern

expressed about the potential use of such infor-

mation to discriminate against patients with lim-

ited resources . The Panel believed strongly that

the assessment of needs should not be influenced

by an individual’s financial resources. An

individual’s ability to pay for recommended

services was viewed as more appropriately as-

sessed at the point that continuing care options

are evaluated to formulate the discharge plan. In

reaching a consensus, the Panel attempted to

balance the perceived value of insurance cover-

age information with its apprehension about

potential bias against patients with limited finan-

cial resources. The Panel thus agreed as a com-

promise position to include third party payer

information generally available in the patient’s

record, but to exclude data related to income level

or financial status.

information of this nature. Some panelists ex-

pressed the concern that such information could

potentially be used to descriminate  against pa-

tients on the basis of race, religion or education;

they preferred that cultural or religious issues be

addressed in a different manner. One suggestion

involved addressing information regarding cul-

tural or religious practices within the section of

the instrument devoted to Patient/Family Goals

and Preferences. An item could focus on

related issues that the patient/family volunteer as

relevant to their aftercare, rather than asking all

patients questions they may perceive as a viola-

tion of privacy. However, the decision to retain

items to assess race, religion and education re-

flected the Panel’s consensus on the importance

of such information in determining individual-

ized needs and/or appropriate resources.

Another issue of debate was the inclusion of

items on “education”, “race”, and “religion” in

this section. The majority of the Panel believed

these areas are relevant in assessing the patient’s

health care needs. The patient’s race, religion

and educational background can be used to iden-

tify specialized needs, enabling the health care

provider to match the patient with the most ap-

propriate services. Considerations such as the

need to seek placement in a facility that provides

the patient cultural and ethnic commonality or

the patient’s capacity to learn complex instruc-

tions for self-care may be identified through

The Panel recommended that those respon-

sible for coordin?ting  the completion of the as-

sessment verify the patient’s health care insur-

ance coverage. Insurance status may change dur-

ing an episode of care and requires periodic

updating. The transfer of incorrect coverage

information can have unfortunate consequences,

for both patient and provider.

Health status
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The Panel did not believe that exhaustive

diagnostic information regarding the patient’s

health status was necessary to determine continu-

ing care needs. The Health Status assessment is

not intended to be a complete clinical review of



a patient’s physiological or psychological sys-

tems. A complete review may be summarized

elsewhere in the patient’s medical record; the

discharge planner reviews this information to

abstract that which is relevant to the needs assess-

ment and formulation of a discharge plan.

Concerns were expressed regarding potential

redundancy in the collection of health status data.

The Panel acknowledged that numerous patient

histories are performed routinely as a part of the

admission assessment process and ongoing clini-

cal evaluation. The physician’s history and physi-

cal and initial nursing assessment, for example,

are likely to identify the majority of health prob-

lems that are referenced in the UNAI.

The Panel concluded, however, that the im-

portance of summarizing those health factors that

were predictive of needs for continuing care

outweighed concern regarding duplication of

previously collected information. The Panel

attempted to develop a minimal list of factors

(medical conditions and behaviors) that place the

patient at increased risk of needing formal or

informal supportive care. Directions on the UNAI

form instruct the assessor to indicate only those

factors that may affect post-discharge care needs.

This instruction was intended to preclude the

inclusion of information about inactive condi-

tions that would only confuse the assessment

process by adding unnecessary data.

Throughout its deliberations, the Panel ex-

pressed concern about potential abuses of sensi-

tive data contained on the UNAI. Members

underscored the importance of clearly defining

the purpose, content and limitations of the assess-

ment and carefully controlling the use of data.

For example, several cognitive/behavioral fac-

tors within the health status section of the assess-

ment contain particularly sensitive patient infor-

mation. Judgments of behavior are inherently

subjective. Furthermore, impairment of apatient’s

cognition and/or behavior may be a normal, tran-

sient response to an unfamiliar and stressful

environment, or to physiological and psycho-

logical attributes of an illness, disease or treat-

ment. For example, many postoperative patients

are unaware of the date; many persons recently

diagnosed with cancer are anxious or depressed,

and patients with diminished kidney function

may have temporary symptoms of an organic

psychosis.

The Panel was therefore concerned that the

UNAI might inappropriately label a patient and

result in unnecessary restriction of continuing

care options or other forms of discrimination

against the patient. To avoid such situations, here

and elsewhere, the Panel believed that the appro-

priate uses and limitations of the UNAI should be

delineated in the proposed UNAI assessor’s

manual.

Functional status

Classical functional assessment tools, such

as Katz’s Index of ADL, have dominated the

assessment field, perhaps because functional as-

sessment has clearly defined methodology and

numerous clinical applications. Many of the
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factors identified by the Panel as potential assess-

ment items describe a patient’s ability to function

or engage in activities necessary to care for him-

or herself. In fact, several items assessed in

diagnostic, therapeutic or environmental terms

and placed in the Health Status, Nursing and
Other Care Requirements, and/or Environ-

mental Factors sections of the UNAI could have

also been effectively addressed in a functional

context. Some panelists believed that these

items should have been evaluated in terms of

functional performance rather than from a differ-

ent perspective elsewhere in the UNAI.

In the interest of efficiency, the Panel’s ideal

was for the discharge planner to assess patient

characteristics only once; this type of overlap

appeared to threaten that ideal. The Panel finally

determined that while there was typically an

appropriate domain in which to assess each pa-

tient characteristic, some attributes should be

addressed from more than one perspective. Com-

munication, for example, is addressed from both

a cognitive perspective’ in the Health Status
section and in functional terms. The discharge

planner needs to know the patient’s ability to

understand and follow directions as well as the

patient’s ability to communicate. The sometimes

competing objectives of standardization and pre-

cision presented a challenge to the Panel in estab-

lishing an accurate but practical rating scale for

functional assessment items.

The Panel discussed a range of benefits and

liabilities resulting from different scaling ap-

proaches to functional assessment:

o A very sensitive scale is desirable be-
cause it describes the patient’s needs for
care most accurately. However, the as-
sessor may not be able to use a complex
rating system reliably. Inter-rater reliabil-
ity often decreases when there are many
discreet levels and raters are allowed more
options.

o A symmetrically graduated (“interval”)
scale, such as a Likert scale, produces
data that is easier for researchers to ma-
nipulate. An interval scale assumes an
equal distance between each level and
would allow a numerical summation of
ratings for the various items. Levels of
functional ability do not translate neatly
to an interval scheme, however, and such
scales may also be more difficult for users
to interpret.

o An ordinal level scale with a limited
choice of responses such as dependent/
independent or low, moderate, and sig-
nificant impairment may be easier for the
assessor to use and provide more reliable
data. However, the information may be
inadequate to determine specific needs
for support or assistance.

o It would be desirable, for ease of use as
well as research purposes, for the
instrument’s terminology and scaling to
match or approximate the scaling of the
various assessment instruments used in
hospitals and other settings (see chapter
3.)

The Panel debated the merits of various types

of scales and ultimately settled on a four point

scale to rate a patient’s functional capabilities:
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o Level 1 - Independent

o Level 2 - Minimal Assistance
defined as the need for supervision,
verbal cueing and/or minimal physical
assistance

o Level 3 - Moderate Assistance
limited to need for physical assistance
only

o Level 4 - Dependent

This scale was regarded as the optimal ap-

proach to determining the nature of functional

assistance that may be required by a patient. The

Panel initially considered including a tripartite

subset for level 2 to further differentiate between

required types of assistance (i.e., supervision,

cueing or minimal physical assistance) as well as

a level to evaluate the need for extra time and/or

assistive devices. However, this scale was felt to

be overly complex and unnecessary for the level

of assessment needed to determine continuing

care needs. The rating scale adopted by the Panel

does incorporate a measure of a patient’s need for

assistive devices by providing space for such a

notation beside each activity.

Instrumental Activities of Daily Living are

arranged in a grid format consisting of Indepen-

dent, Needs Assistance, and Unknown. A sec-

tion will also be provided to list restrictions that

would affect a patient’s ability to perform these

activities. This is intended to accomodate such

medical instructions as “complete bedrest”  that

would qualify an independent rating on Locomo-

tion.

Cues describing the scope of each item are

included on the instrument to facilitate consistent

interpretation among assessors. The Panel rec-

ommended that detailed definitions and examples

for each ADL item and level of function be

provided in the proposed user’s manual.

In this section and those following, the focus

of the UNAI shifts from patient characteristics

and capabilities to an evaluation of an individual’s

proposed post-discharge environment and sources

of support. The items contained in the Environ-

mental Factors section attempt to identify the

patient’s previous living situation as well as

conditions that may prohibit discharge to that

environment.

The Panel sought to structure items related to

the environment in terms that would yield an

objective and useful response. It was recognized

that discharge planning teams must make a pre-

liminary assessment of the adequacy of the pro-

posed post-hospital environment in determining

the feasibility of the discharge plan. Such items

were incorporated in the UNAI. However, the

Panel realized this evaluation of a patient’s envi-

ronment is based on limited, self-reported infor-

mation and is primarily a cursory exploration of

possible physical barriers or obstacles. A more

thorough evaluation, based upon a home visit,

may be preferable, depending upon the complex-

ity of the patient’s continuing care needs.
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As with other sections of the instrument, the

Panel originally identified additional areas that

could be assessed. However, the items in the

Environmental Factors section are intended to

provide the minimum information required to

assist the patient and family to begin identifying

environmental options and resources.

The Panel addressed liability concerns in

deliberating content regarding the post-hospital

environment section. Although legal issues are

given a thorough treatment in chapter 6, they are

outlined here in relation to this section of the

instrument. Assessment questions regarding the

presence of possible environmental barriers may

identify certain conditions, which if not addressed,

may result in a risk to patient health and safety.

The Panel considered whether documenting

knowledge of postdischarge impediments would

increase a health care facility’s exposure to liabil-

ity. There was concern that by identifying envi-

ronmental risks, the provider might be held re-

sponsible for making suggested modifications.

The attorney who advised the Panel suggested

that an institution’s obligation probably would

not extend beyond identifying barriers and sug-

gesting resources or alternatives to address those

issues (S. Mitchell, Panel presentation,

December 8, 1988).

gNursin

Since a majority of the items in this domain

involved aspects of nursing practice, the Panel

assumed that the staff registered nurse, drawing

upon the attending physician’s prescribed plan of

care’, would be a primary source of information

for identifying continuing care requirements.

Information regarding nursing care requirements

could be assessed directly by a physician, staff

nurse or nurse discharge planner, or communi-

cated verbally or via the clinical record to a non-

nurse discharge planner. Other needs for profes-

sional service or therapy would likely require

consultation with relevant disciplines, such as

nutritionists (therapeutic diet), respiratory thera-

pists (oxygen), or pharmacists (intravenous anti-

biotics).

Although panelists substantively agreed on

content, particular difficulty was experienced in

establishing the language and format of the

Nursing and Other Care Requirements sec-

tion. Two alternative formats were considered.

The first involved an inventory of physiological

systems and provided an open-ended framework

to document additional information at whatever

level of detail tias available and appropriate.

Advantages to this type of format included the

comprehensive nature of a systematic approach,

the potential to minimize omission of significant

’ A basic assumption of the Panel was that needs
assessment data compiled via the UNAI would be consis-
tent with the course of treatment or therapies prescribed by
the responsible medical practitioner. While a variety of
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data, and the flexibility to include as much or

little information as was clinically warranted. A

second approach utilized a more detailed menu of

therapeutic needs that typically require some

level of patient teaching/preparation and/or fol-

low-up care. Such a format would involve a

checklist design rather than the more open-ended

narrative response.

Guidance or cues were considered necessary

for the non-nurse discharge planner to complete

this section of the instrument. The need for

detailed and technical information regarding care

and treatment would require either version to be

performed and/or supervised by a knowledge-

able professional. After reviewing drafts of both

versions, the Panel adopted a third alternative

that combined the perceived strengths of both

approaches. The adopted format is organized

around key sub-systems (e.g., respiratory, elimi-

nation, nutrition), but provides specific subhead-

ings and cues designed to structure responses

according to typical areas of need.

The issue of timing of the assessment (see

Chapter 5) was revisited in relation to the period

for which care needs are being assessed. Panel-

ists believed that this assessment would contain

different material if the assessor documented

current needs for care versus those needs the

assessor predicted would continue post-discharge.

Panelists were also concerned about the haz-

ards of transferring wrong or outdated informa-

tion. Medications, for example, would probably

differ significantly depending upon when the

assessment was completed. At the onset, the
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Panel decided to assess needs for non-oral medi-

cation administration, such as intravenous antibi-

otics or other medications, chemotherapy, and

subcutaneous or intramuscular injections. There

was also significant concern among panelists

about the possible adverse impact of multiple

medications on health care outcomes. For this

reason, a number of Panel members advocated to

include a listing of oral medications in the

assessment.

While this position was supported conceptu-

ally, it was viewed by a majority of panelists as

unrealistic given the changes routinely made

from medications administered during the hospi-

talization to those prescribed after discharge. It

was felt that the timing of the assessment process

would likely preclude accurate information about

oral discharge medications. Intramuscular or in-

travenous administration was viewed as easier to

anticipate for continuing care purposes. The

Panel concluded that the “medications” item

should be assessed from the perspective of whether

assistance was needed to administer and/or man-

age medications. Cues to assess care needs in

terms of route and frequency of administration

were added to the form.

To clarify the period for which care needs

would be assessed, the Panel proposed to include

in the user’s manual the following supplemen-

tary information related to the timing of the

Nursing and Other Care Requirements

section:



The assessment does not include current
care needs for those patients in an acute
care setting, but is based only on the
prediction of needs that will continue
post-hospitalization.

Assessments performed in care settings
other than the hospital include current
needs (i.e., to determine if there is a need
for continuing care in that particular set-
ting or whether the patient now has addi-
tional options.)

8%F mi

In the enabling legislation, the Panel was

specifically enjoined by Congress to include a

measure of the support available to the patient in

meeting his or her needs, including social and

familial resources. As the Panel worked on other

assessment areas, the importance of this assess-

ment domain became increasingly clear. The

UNAI assessor’s efforts to measure the nature

and extent of patient’s needs would be irrelevant

if no resources exist to meet those needs. The

Family and Community Support section of the

UNAI is patient centered, as are all other sec-

tions, but begins to consider the patient within the

context of his or her social network.

In selecting the actual items and format for

the section on Family and Community Sup-

port, the Panel recognized that the majority of

continuing care assistance is provided by family

caregivers. For this reason, it was considered

essential to identify all principle sources of sup-

port and evaluate their availability and capability

to meet the patient’s assessed needs. There was

acknowledgement that individuals proposed as

caregivers may have the desire and intention to

provide assistance but lack the time or physical

capability required to render necessary care.

Conversely, a patient may identify a family mem-

ber whom he or she is depending upon for assis-

tance, but the relative is unwilling to provide the

needed support. The Panel concluded that it was

necessary to assess the viability of proposed

caregivers in terms of both availability as well as

limitations to their involvement.

The importance of the patient’s support net-

work in the development of options for continu-

ing care is better understood when examining the

considerable geographical variation in the avail-

ability of formal and informal resources. For

example, a hospital in an isolated rural area may

rely largely on family and/or extended family

networks in the absence of formal community

services. In this case, the capacity of family and

friends to provide assistance to the patient may

dictate the options for post-discharge

disposition. Conversely, in a large intercity pub-

lic hospital, the discharge planner is more fre-

quently confronted with the patient with “no

known support” and/or “no place of residence”,

increasing dependence on specialized commu-

nity services and creativity in constructing a plan

for community based care.

In determining which items to include in this

section related to community services, the Panel

concluded that “services utilized prior to admis-

sion” may be most predictive of the type ‘of
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services required after discharge. In addition,

specific information related to the provider of

prior services would facilitate continuity of care

if such service needed to be reinstituted.

The physician(s) and other professionals re-

sponsible for continued medical management

and coordination of continuing care are also

identified in this section of the assessment.

P#ient/familv  goals and Dreferences

This section of the assessment is intended to

focus the assessor on the patient’s and family’s

goals and preferences for continuing care. Fac-

tors such as where the patient intends to reside

and expectations regarding his or her ultimate

level of independence are examples of questions

that are explored within this domain. There was

consensus among Panel members that the patient

and family are the ultimate decision-makers in

planning for continuing care. In this context, the

role of the health care team is viewed as identify-

ing needs and resources as well as presenting

various care options to the patient and family. If

a patient’s preferences or expectations are unre-

alistic or conflict with the availability of the

identified caregiver or services, it is the re-

sponsibility of the health care professional to

address the potential consequences of the patient’s

preferred plan of care and facilitate open commu-

nication and informed decision-making.

In addition, the Panel felt it was important to

clarify the capacity of the patient to make an

informed decision and to identify the need for or

presence of any delegated surrogate (i.e., durable

power of attorney, conservator or guardian.)

Knowledge of “advanced directives” is an im-

portant aspect of assessing goals and preferences.

Members of the Panel viewed the inclusion of

items related to goals and preferences for con-

tinuing care as critical to patients’ self-detetmi-

nation and patient centered discharge planning.

O&ions for continuing care

A majority of the Panel believed it was nec-

essary to add a section to the instrument that

summarizes the assessment findings and identi-

fies continuing care options. The summary would

include a listing of alternative dispositions and

suggested therapeutic and support services based

on the assessment findings.

A number of panelists expressed the concern

that the summary section moved the assessor into

a different stage in the discharge planning pro-

cess, that of “plan formulation.” While there was

general agreement that planning should logically

follow from the needs assessment, many felt that

this process went beyond the Panel’s charge.

Other panelists advocated for a more extensive

consideration of options and the inclusion of a

proposed discharge plan. Discussion also ad-

dressed the need for development of a decision-

making methodology to establish a systematic

process linking assessment data to a predictable

continuing care plan. An algorithm could be

devised in which a needs assessment score or

rating would be translated into disposition and
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service recommendations. Panel members agreed

that development of such methodology, while

potentially desirable, would require advances in

assessment technology beyond the Panel’s scope

and resources. The Panel ultimately agreed that

the final section of the UNAI would include a

summary of options that would begin to synthe-

size the assessment data but stop short of estab-

lishing a definitive plan for continuing care.

The Panel considered recommending the

maintenance of a prototypical community ser-

vices directory within the health care facility to

ensure that discharge planners have available a

comprehensive reference for community health

and social services. Panelists also believed that

use of a standardized directory would reveal

significant gaps in the availability of post-hospi-

tal services and provide valuable data for efforts

to change policies that govern access to such

care. The Panel finally determined that such a

proposal, although potentially useful, was be-

yond the scope of the Panel’s charter and dupli-

cated available community based information

and referral systems that could supplement and

extend a hospital’s own data base.

Attestation of Datient/familv  involvement in
assessment of continuing care needs

T h e  i s s u e  o f  i n c l u d i n g  a  s i g n e d

acknowledgement by the patient attesting to his

or her participation in the assessment process was

debated at length. Deliberations centered around

the necessity of such a process, when the attesta-

tion should occur and what such a signature

would mean. Divergence of opinion on this issue

reflected differing views of the nature of dis-

charge planning, the role of the UNAI in the

discharge planning process, and the most appro-

priate method to document patient/family in-

volvement in the needs assessment process.

Some Panel members believed that requiring

the patient’s signature on the assessment would

reinforce the patient’s right to participate in the

needs assessment and decision-making process.

Attestation was seen as a method to structure

patient/family involvement as well as raise the

awareness and attention of professionals to the

central role of the patient in health care decision-

making. An attestation process was also viewed

as an opportunity to review with the patient the

information gathered during the assessment pro-

cess and the alternative options for post-dis-

charge care. Panelists argued that, without pa-

tient review and approval of assessment data,

inaccurate information could be included in the

UNAI that might adversely affect the appropri-

ateness of the care plan and the post-discharge

quality of life.

Other Panel members believed that the

completion of the UNAI should not require pa-

tient attestation. . This group agreed that the

patient must be at the center of the discharge

planning process, and supported the patient’s

involvement in the needs assessment. However,

they questioned whether patient attestation would

achieve this purpose, believing that it could actu-

ally be detrimental to the patient-provider

relationship.
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Principally, there was concern that the pur-

pose and meaning of the signature would be

unclear to patients and their families. Members

questioned whether patients would perceive the

process of signing the UNAI as approval of the

discharge plan, an acknowledgement that assess-

ment information was accurate, or a guarantee

that all needed services would be made available.

Secondly, it was felt that information collected

on the UNAI might be detrimental to the patient

if shared. For example, an assessment of caregiver

availability may betray the confidence of the

family members providing input and create ten-

sion and conflict between the patient and his or

her significant other. Additionally, patients might

refuse to sign the UNAI if unsatisfied with the

care options that are identified. Members were

concerned that the absence of a signature might

suggest a provider’s failure to meet patient care

obligations and thereby increase their liability.

Finally, they believed the Panel had created an

instrument to fulfill the health care professional’s

responsibility to perform an assessment of con-

tinuing care needs, not to develop an actual

discharge plan. As such, these panelists did not

believe it was necessary or appropriate to have a

patient’s signature on the UNAI.

As with other health care services or prac-

tices, the patient’s clinical record was viewed by

these members as the most suitable method of

documenting patient and family participation in

the needs assessment process. Accountability

could then be ensured through internal and exter-

nal quality assurance review systems charged to

monitor the quality and appropriateness of care.
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The compromise achieved by the Panel was

to develop a patient attestation form that would

be attached to the completed UNAI. The attesta-

tion form would contain a brief statement indicat-

ing that the patient or representative had been

. involved in the assessment process. If a signature

could not be obtained, the assessor would be

required to indicate the reason that the patient did

not sign (e.g., a comatose patient with no rela-

tives available to sign as a surrogate). The Patient

Attestation form is included in Exhibit 4-3.

Summary

This chapter focused on the content and struc-

ture of the uniform needs assessment instrument.

While use of the instrument may appear to be

straightforward, the Panel believed that explicit

recommendations regarding its administration

should be delineated. The Panel also chose to

record their assumptions regarding the context in

which a uniform system of needs assessment

could occur. The recommendations presented in

the following chapter were developed by the

Panel to clarify and reinforce issues regarding the

use of the UNAI.
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CHAPTER 5: RECOMMENDATIONS REGARDING THE USE OF THE
UNIFORM NEEDS

This chapter supplements the previous re-

view of content related concerns by providing a

discussion of the Panel’s recommendations re-

garding use of the UNAI. Several themes regard-

ing the use of the instrument emerged early in the

course of the Panel’s deliberations. The Panel

sought to clarify its assumptions regarding use of

the instrument by developing specific recom-

mendations that addressed a number of issues

associated with the administration of the UNAI

or the implementation of a uniform system of

needs assessment. The Panel attempted to reach

consensus on its recommendations on the use of

the UNAI, with considerable opportunity pro-

vided to Panel members for expressing divergent

viewpoints and concerns.

The Panel developed 26 recommendations in

11 categories that include: purpose of the instru-

ment, qualifications needed by the assessor, train-

ing and uniform use, process for performing the

assessment, timing of the assessment, resources

necessary to administer the instrument, popula-

tion to which the instrument should be adminis-

tered, use of the instrument in non-acute care

settings, coordination of data elements, mecha-

nisms to ensure accountability for performance

and the reliability of the assessment, and testing

and evaluation, The exact text of each recom-

mendation approved by the Panel follows, with a

discussion of supporting rationale.

ASSESSMENT INSTRUMENT

A. PURPOSE OF THE INSTRUMENT

The Panel adopted five recommendations

related to the purpose of the instrument that cover

the following areas:

purpose and scope of the instrument;

the instrument’s role in establishing
uniformity and consistency;

the instrument’s role in determining
eligibility for post-hospital services;

the instrument’s role in determining
options for continuing care; and

considerations regarding mandating use
of the instrument.

The primary purpose of the needs assessment

instrument should be to determine a patient’s

needs for continuing care. The instrument could

be used to facilitate performance of the needs

assessment, which is an integral part of the dis-

charge planning process. The needs assessment

is not intended to represent a comprehensive

geriatric or functional assessment, or a care plan.

The responses generated during the period of

field review and comment (See Apendix D)

revealed varying interpretations regarding the

purpose of the needs assessment instrument. Some
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respondents considered the enabling legislation

to be ambiguously worded, leaving the possible

uses of the instrument open to speculation. The

Panel sought to clarify its understanding of the

purpose and scope of the instrument through the

above recommendation.

Recommendation #2

The needs assessment instrument has been

developed for consideration as a uniform method

of evaluating needs for continuing care across

various health care settings. It is intended as a

means to establish consistency and to communi-

cate care needs in the post-acute care community.

Discussion

The Panel stressed the UNAI’s objective of

establishing a more consistent approach in evalu-

ating the post-discharge needs of Medicare ben-

eficiaries. The desire for a uniform instrument is

in response to concerns based upon a perceived

inconsistency in the quality of current discharge

planning practice and the potential for adverse

patient care outcomes resulting from inadequate

assessment of needs for continuing care. The

recommendation also seeks to reinforce the value

of an instrument that could serve to standardize

the content and terminology of discharge plan-

ning assessments across various types of health

care settings.

Recommendation #3

The needs assessment instrument should not

be used as a primary vehicle to convey informa-

tion for eligibility determinations. However, the

instrument could make a positive contribution to

the eligibility determination process by provid-

ing a more complete picture of the patient’s needs

for care.

Discussion

The Panel expressed its concern, shared by

many in the provider community, that attempts to

develop the UNAI for the ultimate purpose of

determining Medicare eligibility for post-hospi-

tal services would compromise the effectiveness

and validity of needs assessments. The power of

the instrument to influence coverage and pay-

ment for services could create incentives to “game

the system” on the part of both providers, who

might seek to maximize services provided to the

patient, and fiscal intermediaries, who might try

to contain costs through narrow interpretation of

qualifying criteria. In addition, adding items to

the UNAI to gather the type and amount of

information currently needed by fiscal interme-

diaries to determine a patient’s eligibility for

post-hospital services could conceivably over-

whelm professionals responsible for performing

the needs assessment.

However, the Panel acknowledged the con-

cerns of providers and beneficiaries about the

lack of consistency attributed to the present sys-
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tern of eligibility determination for post-acute

care. Members were hopeful that data from the

UNAI could serve to supplement and support the

fiscal intermediaries’ decision-making process

and contribute to a more objective eligibility

determination process (see Chapter 7).

Recommendation #4

The needs assessment instrument is not in-

tended to and does not contain an algorithm for

determining the most efficacious option for con-

tinuing care.

Discussion

The Panel expressed apprehension about pos-

sible attempts to develop a mathematical formula

associating an assessment score with specified

disposition or service options. The majority of

Panel members believed such an application

would be premature at the very least and conceiv-

ably beyond the capacity of the instrument. Some

members questioned the value of the UNAI if it

did not include a method for systematically trans-

lating assessment data into a’ continuing care

plan. The Panel, however, concluded that exten-

sive study and testing would be required before

such an algorithm should be considered, let alone

developed, to achieve this end.

Recommendation #5

In the event that use of the needs assessment

instrument is mandated, careful consideration

should be given to issues related to feasibility,

including the resources necessary to implement

such a system, the need for flexibility to accom-

modate variations in care settings and delivery

systems, and the duplicative requirements that

currently exist for reporting of patient informa-

tion. These issues should be studied and recom-

mendations developed to address them prior to

implementation of a uniform system.

Discussion

In the course of its deliberations, the Panel

frequently addressed the potential implications

of mandating use of the instrument across the

nation. Concerns expressed by members of the

Panel were reinforced in the comments of numer-

ous  provider representatives asked to review the

draft instrument. Resource requirements, varia-

tions in the organizational structure and capabil-

ity of health care facilities and potential overlap

with existing institution-specific and bureaucratic

or regulatory assessment systems received par-

ticular notice. The Panel strongly suggested that

a feasibility analysis should preceed  any legisla-

tive or regulatory decision to implement a uni-

form needs assessment system.

B. QUALIFICATIONS NEEDED BY
THE ASSESSOR

The Panel adopted one recommendation re-

garding the type of qualifications needed to ad-

minister the UNAI:
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Recommendation #6

Recognizing that discharge planning is an

interdisciplinary effort, the uniform needs as-

sessment instrument has been developed to be

“discipline free.” Performance of the uniform

needs assessment should be conducted by quali-

fied and trained personnel without restriction to

a professional group or discipline. Such person-

nel should be under the supervision of a regis-

tered nurse, social worker or other qualified per-

sonnel. Each health care setting would designate

those individuals responsible for coordinating

input and completing the assessment.

Discussion

Given the Panel’s charge to develop an

instrument(s) that could uniformly assess pa-

tients’ needs, the Panel believed that the instru-

ment should be able to be used by staff members

in a variety of care settings. In general, the

professional assigned responsibility for discharge

planning varies, depending upon an institution’s

size, location, type, financial resources and other

characteristics. Thus, to ensure the effective use

of the instrument in a variety of care settings, the

instrument must accommodate the needs and/or

limitations of institution-specific programs and

resources. To accomplish this, the Panel be-

lieved the instrument should be able to be used by

all discharge planners regardless of discipline or

professional specialty.

The Panel did not believe that any one

discipline (medicine, nursing, social work, or
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other) was inherently better qualified to perform

the needs assessment. The Panel believed that

any professional staff member could coordinate

the assessment process, if properly trained in the

use of the UNAI. However, because the results of

the needs assessment process can affect the post-

hospital services a patient receives and, conse-

quently, the patient’s recovery and/or quality of

life, the UNAI assessor should be supervised by

a registered nurse, social worker or other quali-

fied professional who has also been trained in the

use of the instrument. The Panel believed this

would ensure professional accountability for cor-

rect use of the UNAI and reduce the potential for

an incorrect or inadequate assessment.

Several Panel members expressed different

viewpoints. One panelist believed that the UNAI

should be performed by a staff member(s) cur-

rently providing direct patient care; this panelist

did not want use of the UNAI to impose a finan-

cial burden on health care facilities by requiring

additional discharge planning staff. To this end,

the panelist proposed that the UNAI be com-

pleted by a staff member as a part of his or her

patient care responsibilities. Another panelist

agreed that existing facility personnel should be

used to administer the UNAI.

Panel members concurred with the opinion

that the use of the UNAI should not place an

unnecessary financial burden on facilities. How-

ever, several panelists stated that this position

should not preclude the hiring of additional

discharge planning staff should a facility have



insufficient resources to adequately evaluate pa-

tients’ needs for post-hospital care.

The Panel believed that the recommendation

should not require facilities to employ staff solely

or specifically for the administration of the UNAI.

The Panel agreed that a discipline free approach

reflects the Panel’s desire to retain institutional

flexibility in determining the appropriate assign-

ment of resources to perform the needs assess-

ment function.

Other panelists had concerns regarding the

qualifications and training of the assessor. One

panelist believed that only registered nurses or

social workers should perform the assessment

and/or coordinate the input of other health care

professionals. Another panelist commented that

UNAI assessors should, in addition to the train-

ing received for their particular discipline, be

required to undergo special training in discharge

planning and needs assessment. This panelist did

not concur with the Panel’s opinion that uniform

training in the use of the instrument and supervi-

sion by a qualified professional was sufficient to

ensure an accurate needs assessment. Discussion

then shifted to the merits of a certification pro-

cess, whereby potential assessors would be re-

quired to become certified either in the area of

discharge planning/needs assessment or in the

use of the UNAI.

The Panel recognized the growing body of

knowledge required by professionals to engage

in discharge planning and supported the need for

improved education for discharge planners.

However, there was no consensus to change the

original recommendation. Recommending that

the UNAI be completed by qualified and trained

personnel without specifying necessary “qualifi-

cations” was congruent with the Panel’s sense of

the community standard of practice. Addition-

ally, it was believed that the lack of a restriction

to a particular professional group or discipline

would enable facilities to individualize the pro-

cess according to their unique needs and avail-

able resources. The Panel also believed this

recommendation was consistent with the legisla-

tive intent of the discharge planning require-

ments found in OBRA ‘86.

C. TRAINING AND UNIFORM USE
OF THE INSTRUMENT

The following three recommendations con-

cern the systems and methods that are necessary

to ensure consistent interpretation of items and

uniform application of the UNAI:

Recommendation #/7

Individuals performing the uniform needs

assessment should undergo training in its use. A

uniform system for training should be devised to

standardize theoretical content and thereby pro-

mote consistent application of the instrument.

Discussion

Each individual responsible for coordinating

input and completing the assessment, regardless
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of training received for his or her particular

discipline and previous experience in discharge

planning, would require training in the use of the

UNAI. The individual must understand the pur-

pose and intent of each section of the instrument,
.

as well as the types of responses and level of

detail required to complete the UNAI. The asses-

sor must also have an understanding of how to

obtain assessment data. This could include act-

ing as a coordinator to solicit information from

interdisciplinary team members who may par-

ticipate directly in the assessment or by gathering

information from various sections of the medical

record. Furthermore, the individual responsible

for coordinating and completing the assessment

must understand the role of the needs assessment

data in determining the patient’s post-hospital

care requirements.

In an effort to ensure the reliability and valid-

ity of UNAJ assessment data, the Panel recom-

mended that a uniform system of training be

developed and administered to all UNAI asses-

sors. The Panel believed that HCFA should be

responsible for developing training materials and

coordinating the training process to ensure uni-

formity across the country. Lack of a uniform

system of training for assessors may result in

inconsistent application of the UNAI, thereby

defeating the purpose behind implementation of

a uniform system of assessment.

The Panel suggested that a core curriculum

be developed and instructional methods be used

that would ensure that the curriculum is con-

veyed consistently to assessors and other profes-

sionals who would be responsible for evaluating

assessment data. Such instructional methods

could include a user’s manual, on site training by

specially trained (i.e., “Train the Trainer”) per-

sonnel or use of a videotape to supplement train-

ing coordinated by a facility.

One panelist suggested that assessors should

not only undergo uniform training but also be

certified in the use of the instrument. While there

was general consensus that an evaluation of the

efficacy of the training process would be needed,

there was not support for the development of a

certification examination at this time. However,

a post-test could be used to evaluate individual

learning or an evaluation of the training process

could occur as part of a facility’s Quality Assur-

ance program.

Recommendation #I3

A user’s manual should be prepared to ac-

company the uniform needs assessment instru-

ment that would include the procedure for use

and definition statements for the assessment items.

Discussion

As previously discussed in Chapter 4, the

Panel wanted the UNAI to be concise and free of

unnecessary detail. Wording on the UNAI was

limited to specific assessment items and cues

necessary to ensure proper use. The Panel pro-

posed that a user’s manual be developed to serve

as a uniform reference to health care facilities.
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The Panel intended that the user’s manual would

supplement information provided in the uniform

system of training for assessors.

The Panel believed that a user’s manual would

allow HCFA to promote consistent application of

the UNAI by defining the terminology and de-

scribing the process to be used in eliciting assess-

ment information. While it is necessary to make

specific instructions available to all assessors,

diverting this detail to a user’s manual would

allow much of the text to be removed from the

instrument itself, keeping the UNAI brief and

easy to administer.

The Panel had two objectives as it debated the

proper balance of information contained on the

UNAI and in the user’s manual. First, the UNAI

collects only the minimum data necessary for an

assessment of a patient’s post-hospital care needs.

An effort was made to streamline the form to

keep it as brief and easy to use as possible. It was

felt that the size of the form could mislead users

into making an unfair assumption regarding time

required for completion and administrative bur-

den. Therefore, every effort was made to mini-

mize unnecessary detail.

However, the Panel did feel that a certain

amount of detail was necessary in the form of

partial cues or definitions to facilitate form

completion and decrease the assessor’s reliance

on the user’s manual. Detailed definitions neces-

sary to explain the scope and intent of each item,

as well as examples of the type of information

that might be elicited, would be contained in the

user’s manual.

Several Panel members strongly believed

that moving cues, definitions, and other support-

ing information from the instrument to the pro-

posed manual would increase the difficulty of

using the UNAI and decrease its administrative

feasibility. They believed that UNAI assessors

would be required to’ refer constantly to the

proposed manual, and that this would make the

assessment process more time consuming than if

the instrument were longer and self-sufficient.

This viewpoint was not shared by the majority,

however.

Recommendation #I9

The sources of information for assessment

items should be specified in the form of cues on

the assessment form and/or in the user’s manual.

Discussion

The Panel believed that uniformity of UNAI

application could be enhanced if the sources from

which information should be elicited were speci-

fied either on the instrument and/or in the user’s

manual. In either case, specifying the recom-

mended source(s) of information would help to

standardize the needs assessment process by re-

quiring the assessor to gather information from

the same source for each patient.

Several Panel members expressed differing

viewpoints. As in the previous recommendation,

they believed that shifting “sources of informa-  ’

tion” to the user’s manual would increase the

assessor’s dependence on the manual.
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D. PROCESS FOR PERFORMING THE
ASSESSMENT

The Panel adopted two recommendations

related to the process for performing the

assessment. The first recommendation addresses

the sources from which information for the as-

sessment may be obtained and the second recom-

mendation addresses the process by which the

UNAI would beTcompleted:

Recommendation #lO

Sources from which information for the needs

assessment may be obtained include the patient’s

clinical record, direct clinical observation and

information reported by the patient, family and

other allied health care professionals who have or

will be involved in the care of the patient.

Discussion

The Panel sought to specify the possible

avenues through which information could be

elicited. This was in response to some confusion

expressed by the field about where the assess-

ment data would originate. The recommendation

also seeks to acknowledge that there are multiple

sources from which data may be obtained. One

Panel member emphasized the need to ensure

that the data is collected in as objective a manner

as possible and stated that more than one source

may be required to validate the accuracy of the

information.

Recommendation #11

The process by which the needs assessment

instrument is completed is flexible and may be

modified to accommodate the diverse resources

and organizational structures of various health

care settings. Assessment methods may include

assigning an individual sole responsibility for

performing the continuity of care assessment or

assigning an individual(s) to coordinate interdis-

ciplinary input and be responsible for completion

of the form. A number of professionals repre-

senting specified clinical disciplines may also be

assigned responsibility for completion of distinct

sections of the instrument.

Discussion

The Panel introduced this recommendation

to clarify the range of options available in com-

pleting the instrument. As in the previous recom-

mendation, the Panel sought to address miscon-

ceptions that surfaced during the field review and

comment period. Many reviewers assumed that

responsibility for the assessment would fall solely

on an individual discharge planner while others

presumed the instrument required multidis-

ciplinary participation. The Panel wished to

avoid prescribing the manner in which the assess-

ment should be conducted, although the follow-

ing recommendation expresses the Panel’s pref-

erence for an interdisciplinary process.
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Contributions by all appropriate health care

professionals should be structured as part of the

assessment process.

Discussion

The Panel strongly believed that the needs

assessment process should be an interdiscipli-

nary effort and responsibility in all care settings.

As noted in chapter 4, numerous disciplines have

a unique body of knowledge that may be vital to

evaluate a patient’s needs for continuing care.

While physicians, nurses and social workers have

traditionally been responsible for this assess-

ment, input from other professionals, such as

physical therapists, occupational therapists,

speech therapists, dietitians  and respiratory thera-

pists, may be necessary.

While an interdisciplinary team conference

may be an optimal method of evaluating a patient’s

needs, the Panel realized that this is not always

realistic, possible or even desired by some facili-

ties. The UNAI was developed to incorporate

relevant findings by various disciplines, but the

intent of the Panel was not to prescribe the

process by which completion of the form should

occur.

E. TIMING OF THE ASSESSMENT

The Panel made the following two recom-

mendations regarding the timing of administer-

ing the UNAI in the acute care setting:

Recommendation #13

The assessment instrument should be initi-

ated as soon as possible after admission and

updated as close as possible to the patient’s

discharge, as appropriate.

Discussion

The Panel determined that setting a specific

time requirement for assessment performance

may pose an unnecessary administrative burden

for many health care settings. Initially, the Panel

considered a motion to require that an initial

needs assessment be conducted within 72 hours

of admission, and that an updating of the

assessment be required not more than 36 hours

prior to discharge. After discussion, the Panel

concluded that it was impractical to specify an

optimal timeframe for completion of the assess-

ment in view of the wide variation in patient

length of stay.

The ‘Panel believed that the timing of the

assessment should be relative to the patient’s

actual clinical condition and length of stay; any

fixed time requirement would be arbitrary and

risk promoting mere paper compliance with the

process. Many care settings have limited dis-

charge planning staff resources. Specifying a

an unreasonable and unnecessary expectation

that some providers may be unable to meet. Panel

members also stated that the instability of pa-

tients’ conditions in acute care would make it

difficult to set any time requirement that was

99



practical. As acompromise, thePane agreed that

the underlying issue would be addressed by rec-

ommending that the assessment start as soon

after admission as possible and be updated as

close to discharge as possible.

The Panel adopted the recommendation unani-

mously; however, some panelists expressed the

opinion that a minimum of two complete assess-

ments (upon admission and updated before dis-

charge) should be required, unless time con-

straints make this impossible. One panelist stated

that two assessments are necessary to establish a

baseline from which to measure progress. As-

sessing the patient at discharge to determine his

or her progress since admission may provide the

best indication of the patient’s potential capacity

to benefit from rehabilitative services.

Various sections of the needs assessment

instrument should be completed when the patient’s

status within a given asse,ssment  domain is most

reflective of the patient’s needs for post-dis-

charge care. Some types of information (e.g.,

sociodemographics) would remain constant and

could be assessed immediately after admission or

as soon as the information becomes available.

Other factors (e.g., functional status) may change

as the patient’s condition evolves and may need

to be evaluated later during the course of care to

gain an accurate picture of the patient’s capabili-

ties and continuing care requirements.

Discussion

This recommendation was intended to clarify

and compliment the previous recommendation.

It attempts to address the dynamic nature of an

acute care episode for both the patient and the

health care team. Ideally the assessment would

begin soon after admission but the Panel recog-

nized that assessment data might be available at

different times during the episode of care. For

example, demographic information could be col-

lected on admission since it is relatively static in

nature. Functional ability, conversely, may be

better evaluated as the patient is nearing dis-

charge since his or her condition and capabilities

may change considerably during the hospital

stay.

F. RESOURCES NECESSARY TO
ADMINISTER THE INSTRUMENT

The Panel made a single recommendation

regarding additional resources that may be re-

quired by providers to implement a uniform

system of needs assessment:

Recommendation #15

If use of the needs assessment instrument is

mandated through regulation, Medicare payment

rates should be adjusted to compensate providers

for the additional cost of performing the

assessment.

100



Discussion

Should a feasibility analysis and field testing

results determine that implementation of a uni-

form system of needs assessment will create

additional costs for health care providers, the

Panel urged Congress and HCFA to provide

adequate compensation for expenses related to

performance of the assessment. It was acknowl-

edged by members of the Panel that existing

hospital standards and regulations include provi-

sions related to discharge planning. Current

requirements, however, provide considerable lati-

tude to the health care provider in defining the

scope and content of its needs assessment pro-

cess. The Panel adopted this recommendation in

response to concerns that, in the face of Medicare

budget reduction trends, providers could not

afford to absorb resource intensive program

expansions.

G. POPULATION TO WHICH THE
INSTRUMENT
ISTERED

SHOULD BE ADMIN-

The Panel made one recommendation re-

garding the population to which the instrument

should be administered:

Recommendation #16

The uniform needs assessment instrument

should be administered to those patients who

require a more extensive discharge planning

evaluation as identified by uniform high risk

screening criteria applied to all Medicare pa-

tients. The assessment instrument should also be

administered to those patients referred by any

member of the health care team and, upon request

of the patient/family.

Discussion

Given the resources required to complete a

structured needs assessment, the Panel believed

that the UNAI should be completed only for those

patients that warrant a more comprehensive dis-

charge planning evaluation. The Panel assumed

that facilities would utilize a system to identify

high-risk patients, as required by OBRA ‘86 (see

Chapter 6).

To further ensure that all patients requiring

more extensive discharge planning are identi-

fied, the Panel also recommended that the UNAI

be administered to those patients referred by any

member of the health care team for further evalu-

ation. In addition, any patient or patient’s family

could request a thorough needs assessment via

the UNAI.

Discussion of the recommendation resulted

in debate over the reliability of screening systems

to identify patients requiring an extensive dis-

charge planning evaluation (e.g., administration

of the UNAI). Concern about the potential for

adverse outcomes for those patients who require

an evaluation but fail to be identified by the

screening system led the Panel to explore other

options. One panelist suggested that all patients
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should be assessed by the UNAI; another felt that

a uniform system for screening should be re-

quired as the basis of a uniform system of needs

assessment.

Several panelists believed that the UNAI

should not be administered to all Medicare pa-

tients. In many cases, extensive evaluation is not

clinically warranted. In view of the resources

required to administer the UNAI and existing

shortages of professional personnel, requiring

completion of the UNAI for each Medicare ben-

eficiary was viewed as an unnecessary adminis-

trative burden that could not be justified from a

clinical perspective. Despite the research advan-

tages associated with administering the UNAI to

all Medicare patients, several panelists believed

that current screening procedures for discharge

planning adequately target the population inneed

of a more extensive discharge planning evalua-

tion.

The panelists disagreed about how to inte-

grate the concept of prescreening for a more

extensive discharge planning evaluation with

recommendations for the use of the instrument.

Some members of the Panel thought that screen-

ing criteria should be uniformly defined, believ-

ing that it is necessary to establish baseline crite-

ria by which all patients would be screened to

assess their need for a more extensive discharge

planning evaluation. These panelists believed

that uniform screening criteria should be part of

the uniform needs assessment process developed

by the Panel or that HCFA should specify such

criteria as part of the hospital discharge planning

requirements mandated by OBRA ‘86. How-

ever, most Panel members believed that screen-

ing criteria and procedures must be facility-spe-

cific or designed to meet the needs of each facility’s

particular case-mix.

The Panel unanimously agreed to recom-

mend that the UNAI be completed for only a

subset of Medicare beneficiaries. However, the

Panel believed this issue may require further

study and requested more information on the

effectiveness of current screening practices.

Questions were posed regarding the percentage

of patients who are identified through screening

to require an extensive discharge planning evalu-

ation, both in terms of the national average as

well as how this percentage varies according to

geographical location or case-mix. Panelists also

felt there was a need for research on the number

of patients who “slip” through screens (i.e., re-

quire a discharge planning evaluation but do not

receive it). There was general agreement that

evaluation of the adequacy of discharge planning

(and the impact of the UNAI on this process)

must begin by considering the adequacy of the

screening process to identify patients who re-

quire a more comprehensive evaluation.

H. USE OF INSTRUMENT IN
NON-ACUTE CARE SETTINGS

The Panel adopted two recommendations

regarding the use of the instrument in non-acute

care settings. The first recommendation ad-

dresses use of the instrument in multiple care
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settings, and the second recommendation ad-

dresses the transfer of assessment data to alter-

nate care providers to promote continuity of care:

Recommendation #17

The uniform needs assessment instrument

may have applications for use in multiple care

settings to identify needs for continuing care.

The instrument could be used to periodically

evaluate that needs have been accurately identi-

fied, as well as to evaluate the continuing care

needs at the time of discharge.

Discussion

After much discussion, the Panel determined

that its efforts should initially be focused on

developing one instrument that would meet the

specifications of Congress. The UNAI, although

originally developed using an acute care frame-

work for the evaluation of post acute-care needs,

is also intended as a tool to assess continuing care

needs for patients already receiving some type of

post-acute care. Assessment by a post-acute care

provider may determine that adjustments in the

types of services being provided are necessary to

support the patient’s changing needs.

After developing a draft UNAI, the Panel

discussed the need to develop additional care

setting-specific instruments or modules to supple-

ment the draft instrument. The Panel determined

that the UNAI contained those elements that

were necessary to determine needs for extended

care, regardless of the setting (or level of care) in

which the assessment was conducted. The Panel

believed that the instrument could be used by any

type of provider to evaluate a patient’s needs after

discharge from that level of care. For example,

professionals in a skilled nursing facility or home

health care agency could use the UNAI to evalu-

ate continuing care needs prior to formulating the

discharge plan.

There are two possible situations that may

necessitate the development of modules that are

specific to a particular care setting:

o If Congress were to decide to mandate the
use of a uniform needs assessment instru-
ment to determine eligibility for
Medicare-covered services, it may be
necessary to develop modules containing
those specific elements that are required
for eligibility determinations (this is dis-
cussed in more detail in chapter 7); and

o Care setting-specific modules may also
be needed should Congress decide that
the UNAI should be used for purposes
other than an assessment of continuing
care needs. For example, the UNAI does
not contain the level of detail that is
needed for care planning (i.e., to assess a
patient’s specific needs within a care set-
ting.) Providers such as nursing facilities
and home health care agencies would still
need to conduct an indepth  patient assess-
ment prior to developing a plan of care.

Some panelists believed that the Panel should

develop subsets or modules for expanded or

modified versions of the UNAI (i.e., for special

patient populations, special care settings or alter-

nate care modalities.) Panelists cited
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populations, settings and special care needs that

cannot be covered adequately through one ge-

neric assessment instrument. They believed that

certain patient populations, such as rehabilitation

and psychiatric patients, may have distinct clini-

cal needs that would require a more specialized

evaluation. However, the Panel concluded that

attempting to satisfy all the unique assessment

requirements of every potential UNAI user would

reduce the quality and utility of the UNAI. There-

fore, the Panel agreed to focus its efforts on

designing a single instrument with the broadest

application to continuity of care assessment across

various types of settings.

Recommendation #18

Assessment data generated from the uniform

needs assessment instrument may be used to

augment information regarding a patient’s needs

for continuing care that accompanies the patient

when he or she is transferred to another care

setting. Such information may contribute to the

initial data base used to plan the patient’s care by

the receiving provider.

Discussion

Using a continuum of care model, the Panel

viewed the needs assessment as occurring within

a care episode that was but one point in the

trajectory of that patient’s course of need for

extended care. The Panel believed multiple as-

sessments may be necessary over time, as the

patient’s condition improves or deteriorates,

thereby requiring an alternate level of care. The

Panel attempted to promote continuity of care for

patients assessed with the UNAI by recommend-

ing that the assessment results contribute to the

data base used by post-hospital care providers to

develop a treatment plan. The Panel believed that

the assessment information collected by one pro-

vider should be transferred with the patient to the

next care setting. Although the information may

not be directly useful at all times, the data will

augment the receiving facility’s assessment and

serve as a basis for comparison. By transferring

needs assessment information, the acute care

facility provides the continuing care provider

with a better understanding of the patient’s

strengths and weaknesses, some of which might

not be apparent upon admission.

Several panelists believed that automatic

transfer of assessment findings to a new care

provider could be prejudicial to the patient. For

example, a patient assessed as having a history of

mental illness may be denied admission to a

nursing facility. In this example, the patient may

not currently be affected but will be denied ad-

mission because the nursing facility does not

have access to mental health services. This type

of situation, the panelists argued, is very common

and could cause patients to be discriminated

against on the basis of outdated information. The

Panel sought to minimize this concern by stipu-

lating that the UNAI instruct the assessor to

document only those current or recent problems/

risk factors that may affect post-discharge care

needs.
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The Panel also recommended that the UNAI

become a part of the patient’s clinical record,

thereby protected by le,gal  safeguards and facil-

ity-specific policies to ensure confidentiality and

inappropriate release of information. UNAI forms

would be maintained on the permanent clinical

record and released only with the patient’s prior

authorization. Such a system could require the

beneficiary’s written consent before a completed

UNAI would be released to a continuing care

provider or fiscal intermediary responsible for

evaluating medical necessity in determining eli-

gibility for covered services.

I. COORDINATING DATA ELEMENTS

The Panel developed three recommendations

regarding the coordination of data elements to

minimize duplication of assessment information:

Recommendation #19

Other care setting-specific assessment docu-

ments should be a valuable source of information

for the uniform needs assessment.

Discussion

The Panel agreed that information required

by the UNAI could be collected from other pa-

tient records and institution-specific forms. For

example, at the time of admission, an assessment

is performed by both the nursing staff and the

attending physician, with information recorded

on the nursing data base and history and physical

respectively. The nursing data base and the

physician’s history and physical data could

supply much of the information needed to per-

form a needs assessment. The Panel recom-

mended that these and other forms of internal

documentation be used, whenever possible, as a

source of data for the UNAI.

Recommendation ##20

Should a uniform needs assessment process

be implemented within an institution or be man-

dated through regulation, efforts should be made

to minimize duplication of required information.

However, in cases where the purposes of the

assessments differ, this may not be possible.

Discussion

The Panel strongly agreed that implementa-

tion of a uniform system of needs assessment

should not cause discharge planners and/or other

staff members to unnecessarily duplicate assess-

ment efforts or require the transfer of information

from one form to another. Facilities choosing to

use the UNAI should evaluate the UNAI in

relation to the specific types of assessment and/or

documentation responsibilities of staff members

at all levels. Efforts should be made to minimize

unnecessary duplication of information by merg-

ing and/or streamlining forms that serve essen-

tially the same purpose.

However, in some instances, it may not be

possible to standardize terminology or eliminate



duplication of information. The nature and level

of detail required in an assessment instrument is

determined by the purpose of the assessment.

Therefore, assessments generated for divergent

purposes may be impossible to coordinate or

merge. In addition, adoption of a uniform system

of needs assessment would not eliminate the

provider’s responsibility to meet State require-

ments. Some states may require completion of

specific types of assessments. A prime example

of this would be found in states that have devel-

oped case-mix programs to reimburse long-term

care providers based on the amount of resources

required by patients.

Recommendation #21

Should its use be mandated, the UNAI should

be studied in relation to other existing Federal

forms. Efforts should be directed towards con-

solidation and standardization of data elements,

with the objective of reducing overlap and dupli-

cation.

Discussion

Should Congress decide to mandate use of

the UNAI, there should be a focused initiative

undertaken to ensure that the needs assessment

instrument is consistent with other existing Fed-

eral forms and Medicare/Medicaid program re-

quirements. This should include an attempt to

standardize terminology and measurement scales

where appropriate. Possible areas for further

exploration that were raised during the Panel’s

deliberations include the:

Minimum Data Set for Nursing Facility
Resident Assessment, OBRA 1987;

Functional Assessment Measures devel-
oped for use in Medicare certification
surveys of home health agencies, OBRA
1987;

HCFA Mental Retardation/Mental Illness
Preadmission Screening and Annual Resi-
dent Review (PASARR), OBRA 1987;

HCFA forms 485,486,487 and 488 used
to document Medicare eligibility for home
health services, and

Medicare discharge planning regulations
for hospitals, OBRA 1986.

J. MECHANISMS TO ENSURE AC-
COUNTABILITY FOR PERFOR-
MANCE AND RELIABILITY OF
THE ASSESSMENT

The Panel recommended a dual approach to

ensuring accountability for the performance of

the needs assessment process. The provider

would have primary responsibility with addi-

tional safeguards established through regulatory

means:

Recommendation #22

Monitoring the accuracy of assessment data

and adequacy of the assessment process should
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occur as part of the institution’s Quality Assur-

ance program.

Discussion

The Panel believed that each facility should

be responsible for the accuracy of needs assess-

ments and the adequacy of the assessment pro-

cess. Each facility would be required to desig-

nate the person(s) responsible for coordinating

completion of the UNAI and/or overseeing the

needs assessment process. Each facility would

also be required to designate responsibility for

ensuring the reliability of assessment data.

Recommendation #23

Assessment data collected on the uniform

needs assessment instrument could be used by

the PROS to monitor the adequacy and appropri-

ateness of the discharge planning process.

Discussion

The Panel believed that some type of regula-

tory means would be required to validate the

provider’s ability to provide an accurate and

adequate needs assessment. The Panel suggested

that HCFA consider use of the Peer Review

Organizations (PROS) to provide an external and

unbiased audit of the assessment process.

Involving the PROS in the review of UNAI

data would also result in a secondary gain. The

PRO reviewer could use the UNAI to monitor the

adequacy and appropriateness of the discharge

planning process. The PROS currently use a

generic quality screen to assess the adequacy of

discharge planning. However, the Panel found

that this process has been criticized in that there

are few standards delineating necessary docu-

mentation and there is much variation in

recordkeeping across facilities. Given that much

rests on the subjective judgment of the nurse

reviewer, the UNAI could play an important role

in increasing the objectivity of this review (see

Chapter 6 for a more detailed discussion).

The development of an external process to

ensure that the assessment is being conducted by

a qualified and trained individual may also be

necessary.

K. TESTING AND EVALUATION

The Panel adopted three recommendations

regarding testing and evaluation of the UNAI.

These recommendations center around estab-

lished phases of the instrument development

process:

Recommendation #24

The draft instrument should be circulated for

review by clinical experts in discharge planning

and post-hospital care. Comments should be

evaluated to determine the need to modify the

draft instrument in order to enhance the content

validity and administrative feasibility of using

the instrument in various care settings.
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Discussion

The first step in evaluating the UNAI is the

establishment of content validity. Content valid-

ity is determined by consulting experts in the

content area to analyze the items within the

instrument, with the goal of concurrence by the

field on the appropriate content for the instru-

ment.

The Panel desired to complete this phase

prior to completing their recommendations to the

Secretary. A period of review and comment

regarding a draft version of the UNAI and recom-

mendations for its use was conducted by HCFA

on behalf of the Panel. Comments were solicited

from interested associations and organizations, a

stratified random sample of providers including

hospitals, skilled nursing facilities and home

health agencies, and individuals with varied back-

grounds and expertise in needs assessment. Com-

ments from the field were considered by the

Panel during its final meeting; they provided

feedback and specific suggestions for the Panel

to consider in preparing their final recommenda-

tions regarding the needs assessment instrument.

A report summarizing the comments received

from the field is found in Appendix D.

Recommendation I#25

The uniform needs assessment instrument

should then be field tested in a representative

sample of hospitals, home care agencies, and

nursing facilities of a variety of sizes, types, and

locations, to establish criterion and construct

validity as well as reliability and administrative

feasibility.

Discussion

As the second phase in the evaluation pro-

cess, the UNAI should be field tested in a pilot

study. The Panel requested that a plan for field

testing be developed that would stratify sites

according to geographical location, size and other

characteristics; this would ensure that results

were as representative of the various facilities

that might use the UNAI as possible.

The reliability of the instrument would be

established during this phase of testing, with

results evaluated to determine whether the tool

performs consistently across raters and settings.

The study of reliability could be broken out to

substantiate the Panel’s recommendations re-

garding the use of the instrument. The perfor-

mance of particular disciplines (i.e., social work-

ers, nurses or other qualified personnel) could be

studied to ensure that all types of assessors have

an acceptable level of reliability. The reliability

of assessment data generated by staff members in

various care settings (i.e., hospitals, nursing fa-

cilities or home health agencies) should also be

evaluated to confirm the appropriateness of use

of the tool across care settings. Process consid-

erations could also be studied to determine

whether the UNAI performs best as a compila-

tion of available data or requires an additional

assessment.

108



Criterion validity deals with the instrument’s

utility as a predictor of subsequent needs for care.

An evaluation of the UNAI’s criterion validity

would address whether the UNAI is able to fulfill

its stated purpose of identifying needs for post-

hospital and other types of extended care. A

comparison of UNAI data obtained pre- and post-

discharge could be used to determine whether the

instrument consistently predicts continuing care

needs. A sample of patients could be followed

longitudinally to determine whether the post-

hospital options for care that were identified by

the UNAI were predictive and met the patient’s

actual needs after discharge.

In addition, field testing is necessary to deter-

mine the UNAI’s administrative feasibility. Fac-

tors such as the amount of time and level of

resources required to perform the assessment as

well as the type and amount of “uniform” training

required to provide an adequate orientation for

assessors would be part of the evaluation of

administrative feasibility. Issues related to the

automation of needs assessment data could also

be studied during a pilot, with a focus on the

feasibility of automating data collection.

The Panel strongly believed that the results of

field testing should be evaluated and necessary

modifications made to the UNAI and/or the pro-

posed system for its use before the UNAI is

considered for uniform use.

Recommendation #26

Should a uniform needs assessment instru-

ment be mandated, a long term evaluation of the

validity of the assessment process should be

considered. This should include a study of the

impact of the assessment process on the problem

of patients being discharged without their needs

for continuing care being addressed.

Discussion

A long term evaluation of a uniform system

for needs assessment should focus on the capac-

ity of the system to identify high-risk patients and

accurately assess their needs for post-discharge

care. The Panel believed that the ultimate ap-

praisal of the UNAI’s value should be deter-

mined by its effect on discharge planning out-

comes. Indicators of quality of care and quality

of life (i.e., rehospitalization rates, ability to

remain in the least restrictive setting possible and

the maintenance of functional abilities) could be

used to evaluate the impact of the UNAI on

facilitating quality continuing care.

A long term evaluation could also examine

the capacity of current community health and

social services to meet identified patient/family

continuing care needs and to identify quality

problems resulting from limited access to post-

hospital services. The UNAI could be used as a

baseline measure to assess whether patients actu-

ally received “necessary” services.

The effect of the UNAI in facilitating conti-

nuity of care across various types of care settings

should also be studied. The role of the UNAI in

conveying useful information to continuing care

providers could be evaluated from the
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perspective of whether the UNAI is used by

continuing care providers to supplement their

assessment for care planning purposes.

A final area that requires long term evalua-

tion is that of the relationship of UNAI recom-

mendations/options for continuing care to the

actual discharge decision. Further study is needed

to determine whether it is possible to cluster

assessment data to facilitate the discharge plan

decision. This could result in the development of

an algorithm or decision-tree that could provide

an additional safeguard in the discharge planning

process. A separate but related issue concerns the

relationship between a patient’s “needs” for care

and/or services identified by the UNAI and the

fiscal intermediary’s determination of eligibility

for post-hospital services.

The following chapter describes several other

issues that the Panel considered during their

deliberations. These issues include liability con-

cerns associated with the UNAI and the potential

use of the UNAI for quality assurance and gen-

eration of a national data base for research and

policy decisions.
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CHAPTER 6: ADDITIONAL CONSIDERATIONS

The Panel desi.gned,  the UNAI as a tool for

assessing a patient’s needs for post-hospital care

in a uniform manner in various settings. It could

facilitate communication regarding the care needs

of patients across the health care continuum.

However, should use of the UNAI become man-

dated through regulation, it could have ramifica-

tions beyond the clinical purpose for which it was

originally designed. Not only would there be

consistency in the items and language used to

assess patients, but a new standard for clinical

assessment would be established.

For example, as will be discussed in this

chapter, the use of the UNAI may affect the

liability of providers as well as have implications

for quality assurance. In addition, needs assess-

ment data could be compiled for analysis, serving

as the basis for research and policy decisions.

Government agencies or third party payers

could also utilize needs assessment data to deter-

mine a patient’s eligibility for covered post-

hospital services.

While primarily concerned with the instru-

ment development process, the Panel recognized

that part of their charge was to consider the other

uses to which the UNAI may be put, while

designing the instrument and offering recom-

mendations for its implementation.

A. LIABILITY CONCERNS
ASSOCIATED WITH THE UNAI

Some members of the Panel were concerned

that the UNAI might increase or alter the liability

of health care providers for poor outcomes after

discharge. The Panel heard an overview of legal

standards governing the discharge planning pro-

cess and received counsel on liability concerns

associated with the uniform needs assessment

initiative. ’

Concern about liability issues does not mean

that the behavior of professional staff members

involved in needs assessment is motivated solely

to minimize their exposure to liability. Rather,

panelists acknowledged that ethical, professional

and other non-binding standards of practice guide

those professionals responsible for assessing a

patient’s needs for continuing care.

Legal duties related to the needs assessment
process

Health care institutions and their employees

have legal duties to their patients, which imply

specific responsibilities for the professional staff

involved in the needs assessment and discharge

planning process. A breach of these duties,

resulting in injury or death, may result in litiga-

tion against the institution and/or its employees.

General principles that define the legal relation-

ship and responsibilities of the patient, institution

’ Unless otherwise indicated, much of the following tation made to the Panel by Suzanne Mitchell, J.D., an
discussion is abstracted from a December 8,1988, presen- expert on legal issues related to discharge planning.
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and institution’s employees in the needs assess-

ment process are as follows:

o Patient right of self-determination. A compe-
tent adult patient (or the authorized surrogate
decision-maker if the patient lacks sufficient
decision-making capacity) has a right to make
informed choices and decisions about medi-
cal care, treatment and post-hospital place-
ment (American Hospital Association Memo-
randum (AHA Memo), 1987). Professional
staff should advise the patient regarding his
post-hospital needs, identify available op-
tions, and take reasonable steps to facilitate
appropriate post-hospital placement. How-
ever, the competent patient is the final deci-
sion-maker and is thus ultimately responsible
for decisions about post-hospital care. De-
pending upon the circumstances, the dis-
charge planner who attempts to override the
wishes of a competent patient or appropriate
surrogate may expose himself or herself and/
or the institution to liability.

o Provider dutv to patient. In order to establish
provider liability in a negligence (malprac-
tice) case, a plaintiff must show that the
hospital or discharge planner owed the pa-
tient a “duty,” that the duty was breached, and
that the breach proximately caused an identi-
fiable injury to the patient. The actions of the
provider are judged according to standards of
care that define what can be expected from a
“reasonably prudent” practitioner; these stan-
dards emanate from decided court cases, Fed-
eral and State laws and regulations, standards
of accrediting agencies such as the Joint
Commission on Accreditation of Healthcare
Organizations, professional licensure require-

ments, institutional policies and procedures,
and so on.

The fiduciary and contractual duty the pro-
vider owes the patient has been generally
stated: “to exercise reasonable care in treat-
ment, to protect the patient from reasonably
foreseeable harm and to provide medically
necessary care” (AHA Memo, 1987, p. 25).

The duty owed the patient in formulating a
discharge plan lies not in making the decision
for aftercare arrangements but rather provid-
ing information to the patient or surrogate
about appropriate post-hospital options, sup-
porting the patient or the patient’s surrogate
in the decision-making process, and taking
reasonable steps to implement an appropriate
decision. The professional staff member’s
responsibility in advising and supporting the
patient includes:

- assessing the patient’s medical readiness
for discharge;

- identifying and assessing the social ser-
vice network available to the patient after
discharge, and taking “reasonable steps”
to arrange for those resources to be made
available to the patient, and

- informing the patient of any post-hospital
services he or she needs, the efforts that
hospital personnel have made to meet
those needs, the barriers (if any) that exist
in meeting those needs, the reasonably
foreseeable outcomes of a discharge and
any alternatives to the discharge plan that
exist (AHA Memo, 1987, p. 7).2

2Further  information can be found in the AHA memo-
randum, Discharging Hosuital Patients, and additional

references listed in the bibliography of this report.
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If the discharge planning process is viewed as

a continuum, liability concerns related to the

discharge planning process can be raised at vari-

ous points. Concerns can generally be summa-

rized under the categories of “when to discharge

the patient” and “how to discharge the patient.”

In terms of the legal duties of providers, these

categories encompass a clinical standard that

reasonable steps have been taken to identify the

patient’s post-hospital needs, to anticipate what

is reasonably foreseeable as a result of those

needs not being met and to take reasonable steps

to match the needs of the patient with the services

that are available in the community. This compo-

nent of discharge planning is of relevance to the

uniform needs assessment initiative.

Effect
-and

Regardless of whether the UNAI becomes

mandated through regulation, there has always

been an obligation on the part of hospitals and

professional staff to conduct a needs assessment

for their patients. This is a professional standard

of care as well as a requirement of hospitals

participating in the Medicare program. It is

reflected in the standards of the Joint Commis-

sion on Accreditation of Healthcare Organiza-

tions as well as the Medicare Conditions of

Participation.

Should use of the UNAI become required,

courts may come to view the instrument as defin-

ing a national standard for the needs assessment

phase of the discharge planning process. While

standards related to discharge planning have been

promulgated by professional associations at the

national level, informal standards regarding the

components of discharge planning have varied

considerably across the country and even from

facility to facility in the same geographical re-

gion.

Limitations in available staff resources and

differences in access to various types of post-

hospital services may create differences in what

reasonably can be accomplished by discharge

planners. Therefore, standards for the discharge

planning process must be based on what is rea-

sonably achievable, and should not be unrealistic

in setting expectations beyond what is legiti-

mately possible.

To the extent that the UNAI merely reflects

on paper what current standards for the needs

assessment process are, the instrument would

have relatively little effect on the liability of

institutions and clinicians. However, if the in-

strument encompasses a broader or more com-

prehensive range of items than are currently

being assessed by most providers, the standard of

care could be raised if the instrument becomes

mandated. For this reason, the Panel developed

the instrument so that the standard set for assess-

ment did not exceed what was achievable and

could be accomplished by reasonable providers.

The Panel was particularly cognizant of the varia-
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tions among’ providers in terms of the resources

and organizational structures they had available

to implement such a system, as well as the prac-

tical difficulties faced by discharge planners in

many institutions, particularly small, inner city

or rural hospitals.

Consequently, an attempt was made to bal-

ance the divergent goals of developing a standard

of excellence and a standard that was achievable.

Members of the public and Panel representing

particular disciplines or special interest groups

advocated the inclusion of some items t,hat would

have allowed a more in-depth level of assess-

ment; these items were not included in the Panel’s

final recommendations, however. The instru-

ment represents the Panel’s calculation of the

minimum data necessary to assess needs for

continuing care. The UNAI should not, therefore,

set an unrealistic standard of care for the needs

assessment process.

Because the UNAI represents the minimal

level of assessment necessary to assess needs for

extended care services adequately, many provid-

ers may choose to ,supplement  the UNAI with

additional tools in order to meet a more compre-

hensive level of assessment that may be required

by institutional policies and procedures, State

and local law, or standards of private accrediting

bodies.

The Panel also recommended that the UNAI

have no direct effect on standards governing any

other phase of the discharge planning process.

The instrument should not in any way represent

a minimum standard for the entire discharge

planning process.

Role of the UNAI as objective evidence of the
needs assessment orocess

The UNAI is a formal record of the needs

assessment process. Should providers be re-

quired to complete the UNAI for those patients

requiring an evaluation of their needs for con-

tinuing care, the UNAI may become a record of

a process that had previously not been formally

documented by some providers. Professional staff

may have assessed patient information similar to

that contained on the UNAI prior to formulating

a discharge plan but not have documented that

information. Providers may be reluctant to docu-

ment their assessment, believing that demon- I

strating knowledge of factors such as lack of

social support or an unsafe environment could

increase their liability and provide concrete evi-

dence of negligence should the discharge ar-

rangements result in harm to the patient.

To the extent that the UNAI would formalize

and provide more objective evidence of the needs

assessment process, a standardized needs assess-

ment form may make it easier to prove a breach

of the standard of care. However, a lack of formal

documentation would not exonerate the profes-

sional staff member. Regardless of whether a

standardized form is adopted, the discharge plan-

ner remains responsible for assessing and plan-

ning for the needs of the patient. Conversely, it is

possible that a standardized needs assessment

process may even reduce the liability of provid-

ers. Professional staff members using the UNAI

would have a structured process available by
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which to document fulfillment of their needs

assessment responsibilities, thereby eliminating

speculation regarding what the assessment should

include and how it should be documented.

Legal precedent suggests that standardized

documentation alone probably will not add to a

provider’s exposure to liability or protect a pro-

vider from claims of negligence. Courts deter-

mine the adequacy of the needs assessment using

a variety of fact-finding processes, ranging from

review of clinical records to evaluating the state-

ments made by a patient and family. As such, a

standardized needs assessment form would be

one piece of evidence among many and may not

substantially influence the court’s decision re-

garding the adequacy of the needs assessment.

8Effe
gssessor

Some panelists were concerned that by re-

quiring the assessor to sign the UNAI, the asses-

sor would assume responsibility for the discharge

planning process and incur liability for any deci-

sions regarding aftercare arrangements made on

behalf of the patient. However, regardless of

whether the assessor’s signature appears on the

UNAI, the designated discharge planner is re-

sponsible for performing a needs assessment.

The attorney who advised the Panel viewed the

assessor’s signature on the UNAI as largely irrel-

evant; it would simply corroborate that the needs

assessment process had taken place.

As i nsg:
&a

Panel members also questioned whether in

signing the UNAI, the assessor would assume

sole responsibility for the outcome of the needs

assessment process. Signature would not increase

the assessor’s risk of liability nor shift liability

from other health care professionals involved in

a patient’s care to the UNAI assessor.

The professional responsibility of each mem-

ber of the discharge planning team is defined by

law and custom, in the forms of legal precedent,

Joint Commission standards and the Medicare

Conditions of Participation. Although the exact

nature and distribution of this liability have var-

ied according to court and circumstance,3  it is

clear that no paper form or standardization efforts

can shift or decrease health care providers’ essen-

tial responsibilities regarding the needs assess-

ment as part of the discharge planning process.

Overall, discharge planning remains the respon-

sibility of the facility, and discharge decisions the

responsibility of the physician.4  The physician is

accountable for the discharge plan.

3 Observers have noted a recent trend to identify all 4 For example, see Wickline v. the State of California,
health professionals concerned in the patient’s care in in which the U.S. Court of Appeals ruled that decisions
malpractice suits. In the area of discharge planning, each regarding how and when to discharge the patient are the
health care discipline that interacts with the patient may be responsibility of the attending physician (Arcidiacono,
held liable (Arcidiacono, 1988). 1 9 8 8 ) .
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Physician accountability for continuing care

was provided for on the UNAI in an item requir-

ing the physician’s name and phone number.

While not a recommendation at present, should

the UNAI be used to determine Medicare eligi-

bility for post-hospital services, a physician’s

signature attesting to the medical necessity and

appropriateness of such services may be required.

Panelists also debated whether requiring the

signature of all those participating in the needs

assessment on the UNAI might make each asses-

sor more individually accountable. Some panel-

ists believed that it might be possible to hide one

staff member’s personal breach of responsibility

behind a team’s shared accountability for a pa-

tient. The Panel believed that having each person

sign the form would be cumbersome, time-con-

suming and confusing from a practical stand-

point. Given that it is possible for discharge

planning teams to share responsibility in many

different ways, all of which are consonant with

good practice, the Panel decided it was not nec-

essary to require each team member to document

his or her participation.

Additionally, the patient’s own responsibil-

ity for poor discharge outcomes cannot be trans-

ferred to any member of the discharge planning

team. Unless a provider is found liable for

professional negligence or abandonment, the

patient is accountable for the consequences of the

decisions that he or she makes regarding post-

hospital care.

Effect of the UNAI on liabilitv when needs are
identified but not met

Under the Prospective Payment System (PPS),

hospitals have a financial incentive to discharge

patients in as timely a manner as possible. While

PPS has resulted in decreased lengths of stay

overall, hospitals retain the duty to provide all

care that is medically necessary. However, the

provider’s liability is not all-inclusive. The pro-

vider cannot be held accountable for ensuring

that the ideal or maximal post-hospital arrange-

ments are in place prior to discharge or for guar-

anteeing the quality of post-hospital services

(AHA Memo, 1987).
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The Panel questioned whether liability would

be increased for the institution if the needs assess-

ment instrument indicated the patient had certain

needs that were not able to be met due to a lack of

resources in the community or the family. The

attorney who addressed the Panel indicated that

the hospital would be no more responsible for the

patient’s post-hospital care needs as a result of

the UNAI than it is currently. The hospital would

still be, as it has always been, responsible only for

taking reasonable steps to meet the patient’s

reasonably foreseeable post-hospital needs. The

UNAI could be viewed by the courts simply as a

tool used to facilitate performance of the needs

assessment portion of the discharge planning

process and not a statement that because needs

have been identified, the hospital is responsible

for meeting them.

The Panel also deliberated issues surround-

ing the provider’s responsibility to assess fore-



seeable risks if identified patient needs are not

met. The Panel realized that the more needs for

care that are identified by the UNAI, the more

.documentation  there would need to be to reflect

how these needs can be met and what the foresee-

able risks are if the needs cannot be met. To the

extent that the UNAI would formalize and pro-

vide more objective evidence of the needs assess-

ment process, the UNAI may make it easier to

prove a breach of this standard of care.

Effect of oatient attestation on the liabilitv of
providers

The issue of patient attestation to the needs

assessment process was discussed in terms of

what the patient’s signature would mean from a

legal perspective. Signature could be used to

convey that the patient had participated in the

needs assessment process, agreed with the infor-

mation on the UNAI or agreed with the plan

recommended to him by the discharge planning

team. Patient attestation could also be used to

document that the discharge planning profes-

sional had fully disclosed the patient’s needs for

continuing care and options that were available to

him. However, it is possible that patients could

misconstrue the UNAI and attestation process as

acknowledgement of the hospital’s willingness

to either arrange for, or pay for, necessary post-

hospital services.

The attorney who addressed the Panel be-

lieved that patient attestation was one of several

methods that could be used to document the

patient’s/surrogate’s involvement in the needs

assessment process. However, she expressed

reservations about the administrative feasibility

of having the patient sign the UNAI and how this

process might be perceived by the patient. From

a legal perspective, the signature of the patient

would not protect the provider from liability if the

proper care (i.e., an adequate needs assessment)

was not rendered. Nor was a signature necessary

if the needs assessment process was documented

within the clinical record. While the Panel chose

to compromise on this issue by recommending

that a separate form be used for patient attesta-

tion, the attorney recommended that the profes-

sional staff member also document interactions

with the patient and family within the clinical

record (see Chapter 4 for a more complete discus-

sion).

Advisorv Panel conclusions ,

The Panel concluded that implementation of

a uniform system for needs assessment would not

have a significant effect on the liability of provid-

ers or professional staff. In some cases, it is

possible that use of the UNAI may even help

reduce liability for claims of negligence by pro-

viding a standardized process by which to docu-

ment assessment of all factors necessary to deter-

mine continuing care requirements and resources

that are available to support the patient.
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B. USE OF THE UNAI FOR QUALITY
ASSURANCE

Quality assurance mechanisms to ensure the

quality of care provided to beneficiaries have

been integrated into the Medicare program since

its inception. As the Prospective Payment Sys-

tem changed the health care delivery system by

decreasing lengths of stay in acute care settings

and increasing utilization of post-hospital ser-

vices, Congress recognized the need to focus

quality assurance efforts on evaluating transi-

tional and post-acute care. The Medicare Quality

Protection Act of 1986 included a number of

provisions related to discharge planning andpost-

acute care review.

In terms of quality assurance, the uniform

needs assessment initiative can be viewed as both

a clinical standard of assessment as well as a

means to facilitate the review of care provided to

beneficiaries. The two primary mechanisms used

to ensure the quality of care provided to Medi-

care/Medicaid beneficiaries are the survey and

certification process and Peer Review Organiza-

tion (PRO) review. The following discussion

elaborates on how the UNAI could be integrated

into Federal quality assurance efforts.

SURVEY AND CERTIFICATION

Facilities that choose to participate in the

Medicare and Medicaid programs must comply

with minimum health and safety standards.

Reauirements for hosdtals

Section 1865 of the Social Security Act al-

lows hospitals to demonstrate compliance with

health and safety standards through one of two

mechanisms. Hospitals may be certified under

the Medicare Conditions of Participation, or be

accredited by the Joint Commission on Accredi-

tation of Healthcare Organizations (JCAHO) or

the American Osteopathic Association (AOA).

Accredited hospitals are currently “deemed” to

meet all the health and safety requirements of the

Medicare Conditions of Participation, except for

utilization review.

HCFA develops regulations, policies and

procedures that delineate the standards and pro-

cess by which non-accredited facilities are sur-

veyed and certified to receive Medicare and/or

Medicaid reimbursement. Program specific

changes are made on an ongoing basis through

the Federal rule-making process.

Current Conditions of Participation require

hospitals to have an “effective, ongoing dis-

charge planning program that facilitates the pro-

vision of followup  care” (42 CFR 482.2 1). How-

ever, the 1986 Omnibus Budget Reconciliation

Act (OBRA ‘86) directed that discharge planning

become a distinct Condition of Participation for

hospitals and added a number of specific require-

ments to govern the discharge planning process.

OBRA ‘86 stipulated that hospitals must:

0 identify, at an early stage of hospitalization,
those Medicare patients who are likely to
suffer adverse health consequences if dis-
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charged without adequate discharge plan-
ning;

provide a discharge planning evaluation for
such patients and for other patients upon
request of the patient or his or her representa-
tive or physician, and

such an evaluation must include an evalua-
tion of a patient’s likely need for appropriate
post-hospital services and the availability of
those services (OBRA, Section 9305(c), Oc-
tober 17, 1986).

Final regulations requiring discharge plan-

ning as a distinct Condition of Participation for

hospitals have not yet been promulgated by

HCFA. While the above requirements will apply

to certified hospitals, the JCAHO and AOA must

have comparable requirements in order for ac-

credited hospitals to be ‘“deemed” to meet this

new Condition of Participation. HCFA will

announce in the Final Rule requiring discharge

planning as a Condition of Participation whether

JCAHO and AOA accredited hospitals are deemed

to meet the new Condition of Participation.

A Notice of Proposed Rule-Making (NPRM)

outlining proposed discharge planning require-

ments was published by HCFA on June 16,1988.

The NPRM stated that additional discharge plan-

ning standards may be added after an evaluation

of the effectiveness of the above requirements.

The NPRM also alluded to the work of the Panel

and stated that any requirements related to needs

assessment instruments were deferred (Federal

Register, p. 22508). HCFA’s rationale was that

a decision regarding mandating the use of the

needs assessment instrument should be made

only after the instrument was thoroughly tested.

The Panel recommended that the needs as-

sessment instrument be administered to those

patients who require a more extensive discharge

planning evaluation. Such patients would be iden-

tified through a system utilizing screening crite-

ria to identify “high-risk” patients; all Medicare

patients would be screened. This interpretation is

consistent with the intent of the requirement

regarding “discharge planning evaluation” pro-

posed in the NPRM. If testing validates the UNAI,

it is possible that its use could be required as a

Condition of Participation for hospitals, thereby

setting forth specific structure and process stan-

dards regarding the discharge planning evalua-

tion.

Reauirements for home health apencies

In order to receive Medicare and/or Medicaid

reimbursement, home health agencies and nurs-

ing facilities must be approved under their re-

spective program’s Medicare Conditions of Par-

ticipation.

Revised Conditions of Participation for Home

Health Agencies were published as an Interim

Final Rule on August 14, 1989, to implement

various provisions contained in the Omnibus

Budget Reconciliation Act of 1987 (OBRA ‘87).

Several regulations indirectly speak to the home

health agency’s responsibility to perform an on-

going assessment of the patient’s needs for con-

tinuing care.
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A new Condition, Patient Rights, stipulates

thatpatients be informed in writing by the home

health agency about their care in advance of

initiation of treatment. The Committee Report

that accompanied OBRA ‘87 reflected the

Committee’s intent that the information pro-

vided to the beneficiary include, in part, a de-

scription of services to be provided and a discus-

sion of alternative options that comply with the

physician’s plan of care but may better meet the

specific needs of the individual (Report of the

Committee on the Budget, 1987).

In addition, home health agencies are re-

quired to inform patients of recommended changes

in their plan of care before the changes are made.

The new regulation also permits patients to par-

ticipate in planning changes in their care or treat-

ment. These general requirements can be inter-

preted to mean that home health agencies are

required to discuss and plan for continuing care

needs with the patient or the patient’s surrogate

prior to the patient’s discharge from home health

care (Federal Register, August 14, 1989, pp.

33354-33373). The home health agency is also

required to complete a discharge summary as part

of each patient’s clinical record.

OBRA ‘87 also contained a directive to de-

velop an outcome-oriented survey process for

home health agencies. The process is to incorpo-

rate the use of a functionally based assessment

instrument(s) by surveyors to evaluate the qual-

ity of care provided to beneficiaries (see Chapter

3 for a more complete discussion) (Compilation

of the Social Security Laws, section 1891).

Reauirements for long term care facilities

HCFA published revised Requirements for

Long Term Care Facilities as a Final Rule with

Request for Comments on February 2,1989.  As

part of the requirements associated with OBRA

‘87’s nursing home reform package, nursing fa-

cilities must conduct an initial and periodic as-

sessment of each resident’s functional capacity

that includes the resident’s potential for dis-

charge (see Chapter 3 for a more complete dis-

cussion). The assessment, which includes mea-

sures of the resident’s capability to perform daily

life functions, must be used by nursing facilities

in evaluating and revising a resident’s plan of

care (Federal Register, February 2,1989,  p. 5364).

By specifying the inclusion of discharge poten-

tial in the resident assessment requirement, OBRA

‘87 called for an ongoing evaluation of the

patient’s status not only for the purpose of ensur-

ing the appropriateness of the nursing facility’s

plan of care but also the appropriateness of con-

tinued stay in the nursing facility.

Ongoing assessment of the resident’s dis-

charge potential is important for several reasons.

Efforts to promote quality of care and quality of

life strive to ensure the patient receives care in the

least restrictive environment possible.

Additionally, placement in a nursing home is

generally no longer viewed as a final place of

residence, but rather as part of the continuum of

care (O’Hare, 1988). The average length of

unaggregated stays for nursing facility residents

is thirteen months, with a median of three months
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(Spence  & Wiener, 1990). Length of stay typi-

cally varies according to a bimodal distribution,

with residents tending to be classified as “long”

or “short-term.”

Prior to the implementation of PPS, needs for

other than chronic, supportive care were often

resolved prior to discharge from the acute care

setting. However, the case-mix of many nursing

facilities has changed to include an increased

percentage of patients that require a higher level

of care than can be provided in the community for

a short period of time. For these patients, the goal

of nursing home care is rehabilitation and dis-

charge from the facility (Institute of Medicine,

1986).

In any event, assessment of discharge poten-

tial is a critical component of a holistic approach

to the ongoing assessment of a resident’s needs

for care. Most patients are admitted to nursing

facilities because of care needs related to func-

tional disabilities that extend beyond the level of

support that can be provided by the family or

community (Libow & Starer, 1989). However, it

is possible that the resident’s status will change

during the course of care in the nursing facility. A

change in the ratio of the resident’s care needs to

available social supports may result in commu-

nity-based alternatives for care.

Many of the items in the UNAI could be

utilized in a nursing facility’s assessment of

discharge potential and the identification of vi-

able options to institutional care. Factors such as

functional capability and nursing and other care

requirements are critical determinants of the type

of post-hospital care needed by patients. Simi-

larly, the nursing facility would need to assess

factors such as the presence of family and com-

munity supports and the availability of non-

institutional living arrangements to determine if

there were alternative options for care.

Advisorv Panel conclusions

While discharge planning has traditionally

occurred primarily in hospitals, recognition of its

importance has shifted to non-acute care settings.

Recent legislation and regulations make it clear

that providers of post-hospital care will become

increasingly responsible for evaluating and plan-

ning for patients’ continuing care needs prior to

discharge, regardless of the setting.

Should use of the UNAI be mandated by

regulation, it is probable that implementation

would begin in hospitals. However, it is clear

from the enabling legislation that Congress in-

tended that the UNAI be developed so that it

could also be used by nursing facilities, home

health agencies and other types of providers of

services to Medicare patients. Such a require-

ment would not only allow’ for consistency in

patient assessment across care settings but also

ensure that patients’ needs for continuing care

were addressed prior to discharge from each

setting.
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PEER REVIEW ORGANIZATION
(PRO) REVIEW

As directed by HCFA, PROS review Medi-

care-covered health care services to determine

that the services provided to beneficiaries are

reasonable, medically necessary, furnished at the

appropriate level of care and meet professional

standards. Safeguards developed to ensure qual-

ity of care under PPS have included amandate for

PRO review of the adequacy of hospital dis-

charge planning for several years (HCFA Second

Scope of Work delineating PRO review func-

tions, 1986-1988 contract cycle; HCFA Third

Scope of Work delineating PRO review func-

tions, 1988-1991 contract cycle).

Review is generally conducted on a retro-

spective basis using generic criteria to detect

premature discharges (Berkman, 1988). Generic

screens are used by nurse reviewers to identify

possible quality problems. Questionable cases

are analyzed individually by physician reviewers

who are engaged in active practice in the State.

The physician reviewers draw upon their educa-

tion, experience and judgment. If the physician

reviewer believes the case to be aberrant, the

attending physician and provider are given an

opportunity to discuss the case. Then, a PRO

physician makes the final determination (i.e., to

deny for misutilization or to confirm a quality

problem). The following discussion focuses on

the generic screens used by the PROS to review

the adequacy of the needs assessment and dis-

charge planning process.

Homital  review

HCFA’s generic quality screen for the ad-

equacy of hospital discharge planning is defined

as a lack of “documentation of discharge plan-

ning or appropriate follow-up care with consider-

ation of physical, emotional and mental status

needs at time of discharge.” Explanatory notes

that guide the review of documentation indicate

that the discharge plan must be timely and devel-

oped to meet the needs of the patient at the time

of discharge. The following elements of a dis-

charge plan must be addressed:

o A needs assessment;

o Development of plan, and

o Initiation of appropriate arrangements and
obtaining appropriate resources to ensure
smooth transition to post-hospital level of
care.

A screen failure occurs when a discharge plan

is not documented. A confirmed quality problem

is defined as the “presence of patient needs,

which were not met” (HCFA Hospital Inpatient

Generic Quality Screens, HCFA Third Scope of

Work delineating PRO review functions, 1988-

1991 contract cycle).

In practice, however, the Panel found that the

discharge planning review has been criticized for

its subjectivity. The PRO reviewer uses a variety

of methods, including review of progress notes

and facility-specific flowsheets, to determine the

presence of the above elements of the discharge
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planning process. In a presentation to the Panel,

Kenneth Kahn, M.D., Chairman of the American

Medical Peer Review Association’s (AMPRA)

Continuing Care Committee, expressed his opin-

ion that there is potential for inconsistencies in

determinations regarding the adequacy of dis-

charge planning; he supported the use of the

UNAI in various aspects of PRO review. While

the Continuing Care Committee has issued Guide-

lines for PRO Discharge Planning Review, Dr.

Kahn felt the lack of clear structure and process

standards detracted from the reviewer’s ability to

judge the adequacy of discharge planning in an

objective manner (K. Kahn, Panel presentation,

December 8, 1988).

Skilled nursinp facilitv  (SNF)  review

While PRO review initially focused on the

adequacy of discharge planning in hospitals, the

scope of review has expanded to providers of

post-acute care. Generic quality screens for skilled

nursing facilities direct the PRO reviewer to:

o Compare the hospital discharge summary
with the SNF admission assessment to deter-
mine appropriateness of discharge to SNF
and appropriateness,of  admission to and con-
tinued stay in that SNF; and

o If appropriate, determine that relevant disci-
plines (occupational therapy, physical

therapy, speech therapy, social service, phy-
sician, nursing and dietary) were addressed
by the admission assessment, plan of care,
ongoing evaluation and discharge plan.

Explanatory notes indicate that “documenta-

tion must be present which addresses the unique

needs, circumstances, and plan for each patient

individually with modification of plan as condi-

tion indicates” (HCFA Skilled Nursing Facility

Generic Quality Screens, HCFA Third Scope of

Work delineating PRO review functions, 1988-

199 1 contract cycle).

Home health apencv  review

The generic quality screen used by the PROS

to review home health care specifies that care

should include:

Intake evaluation that assesses functional lim-
its and caregiver support(s);

Appropriate and timely intervention for sig-
nificant change in social support system;

Assessment and implementation of a plan to
address restorative needs by specialty thera-
pies;

Coordination of services and continual reas-
sessment of patient’s needs by nursing staff,
with referrals to other disciplines as neces-
sary;

Responsibility for termination of care only
when services are no longer required (to
identify the presence of premature discharge
from the home health agency), and

Documented plan for appropriate follow-up
care and discharge summary to physician(s)
of record.
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Based on the rationale that discharge plan-

ning is appropriate for all patients, the screen

instructs the reviewer that documentation must

be present that addresses the unique needs, cir-

cumstances and plan for each patient individu-

ally (HCFA Home Health Agency Generic

Screens, HCFA Third Scope of Work delineating

PRO review functions, 1988- 199 1 contract cycle).

Advisorv Panel conclusion8

If providers are required by regulation to use

the UNAI, it would facilitate the PROS’ monitor-

ing of the adequacy of the discharge planning

process performed by hospitals. PRO reviewers

could use the UNAI to determine that a needs

assessment had been conducted and that a dis-

charge plan had been developed based upon

identified patient needs. The potential for sub-

jectivity in the review process would be’ de-

creased by specifying clear structure and process

standards for the elements of the needs assess-

ment process.

There are different expectations regarding

the specific responsibilities of SNFs and home

health agencies to perform a needs assessment as

part of the discharge planning process. While

generic screening criteria differ for SNFs and

home health agencies, the intent is essentially the

same as the criteria used to review hospital dis-

charge planning. Should its use be required for

nursing facilities and home health agencies, the

UNAI could be used to facilitate the PROS’

review of factors related to the adequacy of

discharge planning in the same fashion as was

previously discussed for hospitals.

Assessment of a patient’s needs for continu-

ing care and development of a plan to address

those needs are integral responsibilities of the

health care professional in any setting. It is

possible that criteria regarding the adequacy of

the needs assessment process may even become

part of the review of care provided in ambulatory

settings, such as Health Maintenance Organiza-

tions (HMOs)  and physicians’ offices.

The Panel’s deliberations focused solely on

how the UNAI could be used in traditional survey

and certification and PRO review programs to

evaluate a provider’s compliance with needs as-

sessment and discharge planning requirements.

A surveyor would review a completed UNAI

while conducting the medical record review task

currently performed during a survey of the facil-

ity. The PRO nurse would evaluate the UNAI as

well as other portions of the medical record using

HCFA’s generic quality screens. Currently PRO

review of clinical records occurs either on-site or

in the PRO office using a copy of the record made

available by the provider of service. As such, the

UNAI would simply augment the amount of

clinical material available for review in the cur-

rent survey or PRO review process. However, if

a UNAI is adopted and used in a different manner

by regulatory agencies, additional safeguards to

provide for the confidentiality of sensitive pa-

tient information may need to be developed.
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OTHER OUALITY ASSURANCE STUDIES
OF POST-ACUTE CARE

Transitional care issues

The UNAI also has utility for its potential role

in studies undertaken to evaluate the quality of

transitional and post-acute care. The UNAI could

be integrated into review methodologies to study

the appropriateness of decisions regarding post-

acute care as based on identified patient needs.

Quality assurance studies could also be focused

on the adequacy of mechanisms geared toward

facilitating continuity of care, such as the transfer

of patient information t,o post-acute care provid-

ers.

Lowitudinal  studieg

While quality assurance efforts to date have

focused primarily on the review of care within

specific care settings, there is also a need for

longitudinal data and mechanisms that more

broadly examine the post-acute care trajectory. A

more holistic approach that would allow patients

to be followed across care settings to evaluate the

appropriateness of post-acute care decisions

should be considered. This might include a

longitudinal study of the composite effectiveness

of post-acute care, in which the UNAI could be

employed to assess a patient’s unique needs and

resources in an ongoing manner.

The use of standardized assessment processes

to provide longitudinal data is summarized by

Kane:

(Computerization of assessment data) . . .
can display information to show change
over time, thus permitting both the regula-
tors and the caregivers to look at the effects
of care.. . . It is not hard to envision a large
data set that would permit calculations of
expected courses for different types of
long-term care clients. These could then
be compared to individual client’s courses
to assess the potential impact of care on
outcomes of importance (1990, p.. 291).

C. USING THE UNAI TO COMPILE
A NATIONAL DATA BASE FOR
RESEARCH AND POLICY
DECISIONS

The Panel recognized that a new type of data

base could be generated should use of the UNAI

become required through regulation. Compila-

tion of needs assessment data would result in a

unique data base, focusing on the functional and

social attributes of the elderly that are critical to

the analysis of post-acute care issues. In general,

previous data regarding Medicare beneficiaries,

such as that compiled via the UB-82 system used

for billing purposes,s  has been based more on a

‘The Uniform Billing (UB 82) system is a standardized
billing form for hospitals, home health agencies and long-
term care facilities. The data set contains 94 elements,
though not all are applicable depending upon the setting
in which care is rendered. It was designed for Medicare,

Medicaid and all third-party insurance billing, though
individual State insurance companies may use the form in
different ways. The system was developed by JRB Asso-
ciates  under a HCFA grant  (Mart in, 1988).

125



clinically-oriented medical model. However, data

regarding specific medical diagnoses and the use

of clinical procedures often do not reflect a

patient’s ability to function or their needs for care

(National Research Council, 1988).

The need to incorporate measures of func-

tional status and social support in data bases to

predict long-term care needs has long been rec-

ognized. Typically, needs for long-term care have

been evaluated by measuring the degree of assis-

tance needed to perform everyday activities, gen-

erally classified as Activities of Daily Living

(ADLs) and Instrumental Activities of Daily

Living (IADLs) ( General Accounting Office,

1988).

Additionally, the amount and type of health

care services used by the elderly are very much

influenced by the social support system available

to them (Brody, 1981). The importance of a

patient’s current and potential support system

cannot be underestimated, with the availability of

informal supports playing a primary role in deci-

sions regarding institutionalization. According

to Doty (1986),  informal support systems, by

providing for approximately 80 percent of asso-

ciated long-term care needs, allow nearly two-

thirds of the impaired elderly to remain in the

community. Clearly then, assessment of the

patient’s network of family and friends is vital to

the identification of non-institutional options for

continuing care that are needed to compensate for

deficits in functional capabilities.

Difficult choices about resource allocation

and program structure require reliable data upon

which to plan for the multifaceted health care

needs of an aging U.S. society. Issues related to

the cost and accessibility of health care have long

driven the political agenda, but recently there has

been increased attention to quality-of-care is-

sues, with a desire to improve the government’s

ability to evaluate the effectiveness of care pro-

vided to the elderly (Roper & Hackbarth, 1988).

A major issue in the health care debate con-

cerns the elderly’s needs for long-term care. By

definition, long-term care encompasses care pro-

vided over an extended period of time, regardless

of its setting. Information is needed to better

understand the nature and intensity of long-term

care needs. Current data bases have been judged

inadequate to support policy decisions that shape

the type and availability of services provided to

the elderly (National Research Council, 1988).

Because of variations in the methodology used to

assess functional dependency, there is no consen-

sus on the needs of the elderly for long-term care

services ( General Accounting Office, 1988).

Policy makers require timely information

regarding current use of services as well as data

to project future needs based upon changes in

relevant factors such as functional status and the

availability of a support system. To project needs

for long-term care, longitudinal data is required

to reflect changes in the characteristics of the

elderly population, their use of services, and the
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nature of their support systems. Data required to

project the cost of long-term care includes esti-

mates of the amount and type of care that will be

needed as well as an analysis of the extent that

services meet the health care needs of the elderly.

The_development  of such a data base requires

periodic monitoring of the health status of the

elderly and their use of health care services to

detect trends and to forecast future health status

and utilization of services (National Research

Council, 1988).

Federal efforts to comDile data regarding
health care needs

Federal, state and local agencies compile data

to analyze and predict the health care needs of

populations under their jurisdiction. Federal

systems designed to collect data regarding demo-

graphic, social and economic characteristics as

well as rates of morbidity and mortality, health

expenditures and utilization are operated by the

Bureau of the Census in the Department of Com-

merce and the National Center for Health Statis-

tics (NCHS) in the Department of Health and

Human Services (National Research Council,

1988).(’

Additionally, in an effort to understand better

the needs of an aging population, the Panel on

Statistics for an Aging Population was estab-

lished in 1984. Under the auspices of the Com-

mittee on National Statistics and within the Na-

tional Research Council, the Panel was charged

with studying the adequacy of current statistical

information and methodology, particularly in the

area of health and medical care. A report detail-

ing the Panel’s recommendations as well as a

critique of current data bases was published in

1988 (National Research Council).

In formulating recommendations regarding

the development of new and/or modification of

existing data sets related to health status and

quality of life, the Panel on Statistics for an Aging

Population recognized the need to:

0 build measures capable of assessing
changes in an individual’s ability to .
function (i.e., capable of detecting
improvement over time rather than
just losses in function), and

0 identify not only the setting in which
care is provided but also the specific
nature of that care (recognizing that
the common practice of quantifying
care needs according to the site in
which care is rendered is increas-
ingly misleading) (National Research
Council, 1988, pp. 67-69).

The data gleaned from implementation of a

uniform needs assessment system could address

both of these concerns.

Another of the general recommendations

made by the Panel on Statistics for an Aging

Population concerned the need to standardize

definitions and instrumentation across data

collection and dissemination activities (National

h For more information, see Pearce’s discussion on the
development, testing and status of data sets recognized for

uniform use (1988).
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Research Council, 1988). For example, most

practitioners perform some type ofassessment of

functional status in determining an elderly

patient’s needs for continuing care, but defini-

tions and methods used to assess functional capa-

bilities vary widely. Standardization of assess-

ment methodology would allow compilation of a

national data base, the scope of which would

extend well beyond those available to specific

institutions or multi-site demonstrations. It would

also provide a method for longitudinal assess-

ment of patient progress; such information is

needed to analyze outcomes of care provided by

numerous providers or across a variety of care

settings.

While calling for increased efforts to coordi-

nate data elements to minimize unnecessary du-

plication (see Chapter 5), the Uniform Needs

Assessment Advisory Panel also recognized the

research benefits associated with adoption of

standardized assessment methodology. The Panel

suggested that, wherever feasible, data elements

that are common across care settings be uni-

formly defined and efforts made to contribute to

a uniform data set that could be used across

settings.

Regular collection of standardized assess-

ment data would have many benefits for both

broad-based clinical research and facility moni-

toring of care. The potential uses of standardized

assessment instruments are discussed by Kane:

The ability to compare observed and ex-
pected outcomes extends beyond its role
as a regulatory device. It could be a major

source of assistance to care givers. One of
the great frustrations in long-term care,
especially in the trenches, is the difficulty
to sense when you are making a difference.
Because so many clients enter care when
they are already declining, the benefits of
care are often best expressed as a slowing
of that decline curve. Without some mea-
sure of expected course in the absence of
good care, those who render care daily
may not appreciate how much they are
accomplishing and thereby may forgo one
of the important rewards of their labors
( 1990, p. 29 1).

UNAI-derived data and HCFA’s Uniform
Clinical Data Set

An additional data base, the Uniform Clinical

Data Set (UCDS), is currently under develop-

ment by HCFA. Intended as a more objective

means to screen for admission and quality of care

problems, it would standardize information col-

lected by each PRO so that systematic compari-

sons of admission denials and quality of care

problems could be made between PROS. In

addition, a large epidemiologic data base would

be created for use in the Department of Health

and Human Services’ effectiveness research ini-

tiative.

UCDS data will be compiled by abstracting

relevant clinical data from the medical records of

all inpatient admissions reviewed by the PROS,

or approximately 20-25 percent of all Medicare

admissions. PRO staff will be responsible for

abstracting data either on-site or at a central

office, entering data via laptop computers (Lohr,

1989).

While under ongoing refinement as part of

field testing, the most current draft of the UCDS
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has measures to assess a limited amount of infor-

mation regarding the patient’s functional status

and caregiver arrangements at discharge. These

items could be used to assist in the study of

appropriateness of continued care.

Should a uniform system of needs assess-

ment be adopted, the relationship of the UNAI to

the UCDS should be studied. Consideration

should be given to the potential utility of UNAI-

derived data to supplement the UCDS’s role in

Federal quality assurance efforts.

Much of the patient information collected via

the UNAI would enhance or complement the

UCDS data base. Data derived from the UNAI

would also have an additional advantage in that it

would be compiled as a part of the facility’s

patient care responsibilities and would not re-

quire the additional expense of record abstraction

by a PRO. The UNAI data base would also

probably be larger and more focused on a high-

risk population than that obtained through PRO

review, Under the uniform system of needs

assessment proposed by the Panel, all Medicare

patients would be screened as the initial phase of

the discharge planning process and an intensive

evaluation of needs for continuing care (i.e., the

UNAI) completed for those patients for whom it

was clinically warranted.

Use of UNAI-derived data within facilities

Data compiled from the UNAI could also be

used by individual facilities to identify gaps in

services, inappropriate resources and other fac-

tors that adversely affect the provider’s ability to

assess and arrange for needs for continuing care.

Such information could be useful to facilities for

long- and short-range planning by providing data

to support the development or expansion of ser-

vices to address the needs of their communities.

Data could also be used for the legislative

advocacy efforts of administrative and profes-

sional staff members. Lobbying efforts, whether

by individuals or collectively (via professional

associations), are often directed towards influ-

encing the policy decisions that will ultimately

affect the availability of resources and options for

continuing care. The data provided by a uniform

system of needs assessment could therefore po-

tentially be used to advance the concerns of all

that are affected by or involved in continuity of

care.

1uali
k&J

The quality of UNAI-derived data would be

dependent on the development and implementa-

tion of a system to ensure reliability. Methods to

ensure uniform use and interpretation of items,

such as assessor training, as well as ongoing

assessment of interrater reliability through an

auditing process, would be necessary to establish

the reliability and validity of the data base. Edit

checks could also be built into the system to

decrease the possibility of reporting erroneous

data. Failure to develop adequate quality control

procedures could compromise the utility of the

UNAI as a data gathering vehicle.
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The development of a UNAI data base would

require that system specifications be established

and that the responsibilities of providers as well

as Federal and State governments be clearly

defined through regulation. Necessary policy

decisions include how often data would be trans-

mitted, how data would flow to a central reposi-

tory and how providers would be compensated

for associated costs. In addition, a means to

ensure the confidentiality of sensitive patient

information would need to be created. Attention

should also be given td constructing linkages of

UNAI data with other Federal and State clinical

and claims data bases.

Advisorv Panel conclusions

Should a uniform system of needs assess-

ment be implemented, the UNAI could be used to

generate a clinically-oriented data base regard-

ing the needs of Medicare beneficiaries. Data

could be obtained on a variety of factors (e.g.,

general health status and risk factors, functional

capabilities, nursing and other care requirements

and the availability of social supports) that are

needed to understand better and predict benefi-

ciaries’ needs for long-term care.

UNAI-derived data could be used as the basis

for policy decisions and program development

by identifying gaps in services and access con-

straints as well as predicting future needs for

care. Data may also have utility for research,

particularly in developing a better understanding

of the effectiveness of care received by Medicare

beneficiaries. Longitudinal analyses of care pro-

vided by numerous practitioners or types of pro-

viders could be undertaken using outcome mea-

sures (such as functional status) derived from the

UNAI.

Summarv

Several implications of the uniform needs

assessment initiative were discussed in this chap-

ter. Panel deliberations and conclusions focused

on the possible effects of a uniform needs assess-

ment system on the liability of providers and

professional staff responsible for assessing needs

for continuing care. The potential role of a

uniform system for needs assessment in activities

designed to ensure quality and plan for the long-

term care needs of Medicare beneficiaries was

also discussed. Possible uses of the UNAI in

Federal efforts regarding quality assurance and

data base development were considered. The

following chapter focuses on the possible use of

the UNAI to determine eligibility for post-hospi-

tal and other long-term care services.
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CHAPTER 7: EVALUATION OF THE ADVANTAGES AND
DISADVANTAGES OF USING THE NEEDS ASSESSMENT
INSTRUMENT FOR ELIGIBILITY DETERMINATIONS

The Panel’s charter included a charge to

evaluate the advantages and disadvantages of

using the uniform needs assessment instrument

(UNAI) as the basis for determining whether

payment should be made for post-hospital ex-

tended care services and home health services

provided to Medicare beneficiaries.’ The Panel

focused its study of this subject by examining

information needed to make an eligibility deter-

mination regarding skilled nursing facility (SNF)

and home health agency services under Part A of

the Medicare program. The Panel also studied

criteria used by some third party payers to deter-

mine eligibility for post-hospital services as well

as the use of pre-admission tools by providers to

predict eligibility for services.

The Panel’s deliberations on this subject cen-

tered around the potential use of the UNAI as a

vehicle to determine post-hospital benefits and

the potential contributions of the UNAI to the

process of eligibility determination for Medicare

covered services. This chapter will provide back-

ground information and discuss the Panel’s rec-

ommendations regarding these issues as well as

present possible directions for further study.

A. OVERVIEW OF ADMINISTRATION
OF MEDICARE BENEFITS

Various components within the Health Care

Financing Administration’s (HCFA) central of-

fice are responsible for policy formulation and

various operational aspects of administering the

Medicare program. The ten HCFA regional

offices are responsible for a wide range of admin-

istrative activities, including coordination and

operational appraisals, program evaluation, and

liaison with fiscal intermediaries (for Part A

services) and carriers (for Part B services).

Fiscal intermediaries (FIs) are national, State

or other public or private agencies that have

entered into an agreement with HCFA to process

Medicare claims received from providers of ser-

vices. FIs review claims to determine whether

services are covered and meet criteria regarding

the appropriateness and necessity of services

(Medicare SkilledNursing  Facility Manual, 1982;

Medicare Home Health Agency Manual, 1983).

In processing claims for post-hospital services,

FIs review claims to ensure that they are accu-

rately prepared for services rendered by SNFs,

home health agencies and other providers, the

patient is eligible for Medicare benefits, and that

‘The process of “determining whether payment should
be made for posthospital extended care services and home
health services provided to Medicare beneficiaries” is
referred to as “eligibility determination” throughout this
chapter. The Panel used this term to describe the review
process and resultant decision of whether a beneficiary

meets established criteria for medical necessity and is
therefore eligible for Medicare covered services. This is
different from HCFA’s usual interpretation of eligibility,
which generally refers more broadly to whether an indi-
vidual is eligible for Medicare benefits.
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payment is made only for Medicare covered

services (A. Ringgold, Panel presentation, Feb-

ruary 22, 1989).

Additionally, though primarily concerned

with the review of acute care, the Peer Review

Organizations (PROS) play a role in determining

whether post-hospital care is reasonable and nec-

essary, is provided in an appropriate setting and

meets professional standards for quality care.

PROS are authorized to deny payment for care

that is not medically necessary or not delivered in

an appropriate setting. PROS also review hospi-

tal notices of noncoverage issued to a beneficiary

upon his or her request and respond to a hospital’s

request for reconsideration of PRO decisions

(The Medicare Handbook, 1989). PROS there-

fore play an important utilization review function

for the Medicare program.

B. EVOLUTION OF BENEFITS
PROVIDED UNDER THE
MEDICARE PROGRAM

The Medicare program has drawn substantial

criticism regarding its purported lack of financ-

ing for necessary post-hospital services. Factors

such as the growing prevalence of individuals

with chronic problems who require non-skilled,

supportive care and the implementation of the

Prospective Payment System, which shifted much

care to ambulatory or non-acute settings (dis-

cussed in Chapter 2), have heightened providers’

and beneficiaries’ concerns regarding the ad-

equacy of financing for post-hospital services.

However, the Medicare program, as outlined in

1966, was not designed to meet the elderly’s

needs for chronic care.

The Medicare program was modeled after

private health insurance programs of the 1960s.

Initial program benefits were designed to address

short-term acute care needs almost exclusively

and that focus persists today (Somers, 1985).

Section 1862 of the Social Security Act prohibits

payment for “custodial” care, which the Medi-

care Handbook defines as:

primarily for the purpose of meeting per-
sonal needs and could be provided by
persons without professional skills or train-
ing. Much of the care provided in nursing
homes or by home agencies to persons
with chronic, long-term illnesses or dis-
abilities falls into this category. For ex-
ample, custodial care includes help in walk-
ing, getting in and out of bed, bathing,
dressing, eating and taking medicine (1989,
p. 22).

Access to the Medicare SNF benefit is re-

stricted to 100 days and is available only after a

hospitalization for individuals in need of skilled

nursing care. The home health care benefit is

more liberal. Initially, the program covered up to

100 home health visits per year by a part-time

skilled nurse or therapist, under physician certi-

fication and supervision. More progressive than

most private health insurance plans during that

time, the program also covered use of a home

health aide, if skilled care was required. In 198 1,

the home health benefit was liberalized, with the
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prior hospitalization requirement and loo-visit

limit removed (Somers, 1985). Recent chal-

lenges by the home care industry regarding ben-

efit interpretations have led to a further expan-

sion of reimbursable services.

Additional post-hospital benefits were in-

cluded in the recently rescinded Medicare Cata-

strophic Coverage Act of 1988. During the

Panel’s study, HCFA was involved in developing

systems to expand home health, skilled nursing

facility and hospice benefits and to implement

benefits related to home intravenous drug therapy,

mammography screening, respite care and pre-

scription drugs (Cohn, 1989). The Medicare

Catastrophic Coverage Repeal Act of 1989, Pub.

L. No. 101-234, repealed the post-hospital ben-

efit expansions included in the Medicare Cata-

strophic Coverage Act before they were imple-

mented.

The Medicare program is but one source of

funding for post-hospital services, with needs for

post-hospital services often financed through pri-

vate insurance or a combination of funding from

Federal programs such as Medicaid (Title XIX of

the Social Security Act), Social Services (Title

XX of the Social Security Act), Supplemental

Security Income (Title XVI of the Social Secu-

rity Act), Administration on Aging, Veterans

Administration, and Housing and Urban Devel-

opment, as well as State/local, voluntary and for-

profit programs . These programs vary greatly in

terms of covered services and the criteria used to

determine an individual’s eligibility for services.

Due to the wide diversity among these complex

programs, the Panel restricted its evaluation of

the needs assessment instrument for determining

eligibility for benefits to the Medicare program

only.

C.  INFORMATION REQUIRED TO
DETERMINE ELIGIBILITY FOR
POST-HOSPITAL SERVICES UN-
DER THE MEDICARE PROGRAM

An overview of the various types of criteria

used to determine whether services should be

provided to Medicare beneficiaries follows.

Unless indicated otherwise, the following was

abstracted from a presentation to the Panel on

February 22,1989, by AndreaRinggold, Chief of

the Provider Medical Review Branch of HCFA’s

Bureau of Program Operations.

In general, for services to be covered by

Medicare, they must be reasonable and medically

necessary for the treatment of an illness or injury.

They must also be ordered by a physician. Cus-

todial care, with the exception of hospice ser-

vices, is excluded from coverage. Durable medi-

cal equipment is covered when reasonable, medi-

cally necessary and specifically ordered by a

physician.

Several principles related to the scope, fre-

quency and purpose of the service guide cover-

age decisions for SNF and home health care

benefits.
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Evaluation of eliPibilitv  for SNF services

SNF services are covered under Medicare

when the beneficiary requires skilled nursing or

skilled rehabilitation services on a daily basis,

and the daily skilled services can be provided

only on an inpatient basis in an SNF. Daily is

defined as seven days a week, with the exception

of rehabilitation services that may not be avail-

able seven days a week; for those services, daily

is considered to be five days a week. Skilled

services are defined as those that must be per-

formed by, or under the supervision of, profes-

sional or technical personnel for them to be

provided in a safe and effective manner. In

addition to being skilled, rehabilitation services

must be provided with the expectation that the

patient’s condition will improve significantly in

a reasonable and generally predictable period of

time. Rehabilitation services may also be pro-

vided for the purpose of establishing a mainte-

nance program.

In reviewing Medicare eligibility for SNF

care, the FI must determine:

o if the individual required skilled care on
a daily basis;

0 if it was practical for the services to be
provided in a SNF; and

o if the services were reasonable andneces-
sary as well as consistent with the nature
and severity of the individual’s illness or
injury and accepted standards of medical
practice.

In reviewing SNF services, the FI assumes

that the “practical matter” criterion is met unless

there is evidence to the contrary.

Evaluation of eligibilitv  for home health
services

Home health care services are covered by

Medicare when the services are provided under a

physician’s written plan of treatment, with the

physician certifying or recertifying the need for

home health services at intervals not exceeding

60 days. The beneficiary must be confined to the

home as a result of illness or injury, and can only

leave the home for the purpose of receiving

medical treatment or infrequently for a short

period of time. The beneficiary must also require

skilled nursing care or skilled rehabilitation ser-

vices (e.g., physical therapy or speech therapy)

on an intermittent basis. Intermittent skilled ser-

vices are defined as being more than a one-time

visit, less than daily visits (less than a total of 35

hours per week), or provided daily for a predict-

able and finite period. Medicare does not cover

full-time care in the home.

Skilled services include the management

and evaluation of the individual’s care plan;

observation and assessment of the individual’s

condition, where unstable; teaching and training

necessary to enable self-care: performance of

direct services, such as injections, tube feedings,

exercises, and other similar services; and the

performance of direct services by an occupa-

tional or speech therapist. All skilled services
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must be provided by a licensed health care pro-

fessional (e.g., skilled nursing services must be

provided by a registered nurse). In addition, the

services must be prescribed and provided under

the expectation that these services would materi-

ally improve the individual’s capabilities in a

generally predictable period. Services may also

be prescribed for the purpose of establishing a

maintenance program.

To determine whether home health services

are covered by Medicare, the FI must determine:

o if the individual was confined to the home;

o if there was a physician’s order for inter-
mittent skilled nursing orphysical/speech
therapy services;

o if the services required the skills of a
professional nurse or therapist;

o if the services met coverage guidelines;
and

o if the services were reasonable and neces-
sary.

Documentation reauired bv FIs for elihbilitv
determinations

The following are general factors that must

be documented by SNF and home health care

providers submitting claims for FIs to use in

determining eligibility for Medicare reimburse-

ment:

o the primary diagnosis and date of onset or
exacerbation;

type and date of surgical procedures (if
any>;

pertinent secondary diagnoses (i.e., those
that have an impact on treatment of the
current condition);

pertinent medications, including dosage
and route of administration;

type, amount, frequency and duration of
services ordered by the physician;

the patient’s functional level and restric-
tions that are imposed by the medical
condition;

a description of the patient’s current
clinical condition;

the treatment or rehabilitation goals;

the availability and accessibility of
required services in the community; and

the degree to which the services can safely
and effectively be provided in the home
or another outpatient setting.

Within these general categories, specific in-

formation must be provided by both home health

agencies and SNFs.

Process used bv the Fiscal Intermediaries to
r e v i e w  c l a i m s

In some cases, HCFA mandates the type and

frequency of review that the FI performs. For

SNF claims, the FI reviews 45 percent of claims,

which are selected randomly or through the use
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of screening mechanisms, such as length of stay.

Unlike home health claims, no specific form has

been developed for national use to document

SNF services.

For home health agency claims, the FI re-

views the initial claim in the certification period

and the first claim in the recertification period. In

order for the FI to review a claim, home health

agencies must document their plan of treatment

and other information related to medical neces-

sity on specific forms: HCFA 485,486,487 and

488 (Exhibit 7-l). These forms have been

developed to provide structure for the specific

information that is needed by the FIs to make

decisions regarding eligibility for home health

services. Some FIs use an automated system to

screen coded information from the forms.

Verification of “medical necessity” implies

that a physician must write an order or sign a form

to document his or her approval for skilled care in

a nursing facility or in the home. FIs do not

normally require copies of signed physician or-

ders or signed plans of treatment. However, the

home health agency or SNF must retain these on

file as they may be requested by the FI on an

exception basis or reviewed during post-pay-

ment audits.

D. USE OF THE UNAI FOR ELIGI-
BILITY DETERMINATIONS

The Panel concluded that the UNAI as de-

signed would not collect all the information re-

quired by FIs to make eligibility determinations

for post-hospital services under Part A of the

Medicare program. Several issues impede its use

in this manner.

The Panel used a clinical framework in con-

structing the UNAI to contain the minimal infor-

mation necessary to determine continuing care

needs (see Chapter 4). When possible, items

were devised to be consistent with Medicare

eligibility criteria (i.e., definitions regarding func-

tional status were refined to be consistent with

criteria used to make decisions for “homebound”

status), but the Panel did not allow eligibility

criteria to drive the content of the instrument.

The Panel believed that doing so would deter

from the clinical utility of the instrument, whose

primary purpose was defined as “to determine a

patient’s needs for continuing care.”

The Panel was charged by Congress with

developing a needs assessment instrument based

on measures of functional status, nursing and

other care requirements and social and familial

support. The literature supports the Panel’s view

that such a functional/social framework is the

foundation of the clinical determination of needs

for post-hospital and other long-term care ser-

vices (see Chapter 3). The orientation of the

Congressionally-mandated needs assessment in-

strument is consistent with the state-of-the-art in

the delivery of long-term care services. How-

ever, it is in conflict with the approach upon

which the Medicare program originally defined

eligibility for post-hospital services. Though some

fine-tuning of eligibility requirements has
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EXHIBIT 7- 1

Deparlment  01 Health and Human Sewkm
He&h  Care Financing Administration

Form &proved
OMB No. oa3s-os.57

HOME HEALTH CERTIFICATION AND PLAN OF TREATMENT
1. Patient’s HI Claim No. 2. SCC Date 3. Certification Period 14.  Medical Record No. 15. Provider No.

I 1 F rom: To: I
6. Patient’s Name and Address 7. Provider’s Name and Address.

6. Date of Birth:
11. ICD-O-CM Principal Diagnosis

1 9. Sex 1 M 1 ] F 10. Medications: Dose/Frequency/Route (N)ew (C)hanged

Date

I I
12. ICD-O-CM Surgical Procedure Date

13. ICD-O-CM Other Pertinent Diagnoses--l--77
I

14. DME and Supplies
I

15. Safety Measures:

16. Nutritional Req. 17. Allergies:
16.A.  Functional Limitations 18.B. Activities Permitted

1 0 Ammptiatkm 5 q Pudpis 9 q l.ese.iiy Blind

20
Bwusla&r 6 q Ert6mc.a A cl~~?m

,l~~ 6  /-$.$kewns  A  /-&wwr

(Iwtinenm) 2 q E&resElFtP 7

3  /--Jcmtrrnun 7cl*mbJatian

4  ~Hetiq

B •ou*rm~~

60~

1 3 •ua~l~cw~  6 lJiL?iKY

B

rJvlcM# r-Jwaik#t  NoRsrvldsn

IQT-m& 9lIbJ-
C c l
0 q omuPPm

1 5 EawciagPtgcribrd

19. 1 oriwded 3
Mental Status:

_Fcrgnlul 5 Ei 7_1 *giut#J

2 caytau  4 +la

20. Prognosis:

I~_~_~ ow==d 6 8

1 Pear  2 looodGWdd  3 Fdl  4_ 5 \ ]Exa&nl
21. Orders for Discipline and Treatments (Specify AmountErequencylDuration)

22. Goals/Rehabilitation PolentiaVDischargs  Plans

23. Verbal Start of Care and Nurse’s

Signature and Date Where Appkabk

24. Physician’s Name and Address 125. Date HHA Received 1

1127. Attending Physician’s Signature (Required on 465 Kept on File

26. I 0 certify  0 mcertity  that  the abcve  home health
services are required and are authortzed  by me with a
written plan for treatment which will  be periodiity
revtfwfrd  by me. Thls  patient  Is under my care. b mnfined
to his home, and is in need of Intermittent sktlled  nursing
care and/or  physical  or speech therapy or has been
furnishedhomeheattheenkesbesadonsuchanwdand
no bnger  has a need for such care or therapy, but
continues to need occupational therapy.

Form HCFA&  (C-4)  (Cei’)
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EXHIBIT 7- 1 (continued)

Department of Health and Human Serwces Form Approved
Health Care Flnancmg  Adm~mstrallon OMB No. 0936.0357

MEDICAL UPDATE AND PATIENT INFORMATION
1. Patrent’s HI Claim  No. 2. SOC Date 3. Certtftcahon  Penod / 4. Medtcal Record No. / 5 Provtder  No

! From: To: /
6. Pattent’s  Name j 7. Provider’s Name

I

8. Medrcare  Covered: nL_?  Y L / N / 9 Date Phystctan  Last Saw Pattent: 10. Date Last Contacted Physictan:

11. Is the Pabent  Recetvmg  Care m an 1661 (J)(l) Skilled Nursmg  Faciltty ’
r2.

u Certification IJ Recerttficatton u Modified
or Equrvalent? ZY CN 2 Do Not Know

Specific Services and Treatments
I

13

Disctpltr
Vtstts  (Thts
Bill) Rel. to
Pnor  Cert.

/ Frequency and Duration Treatment Codes
Total Vtstts
ProJected
This  Cert

14 Dates of Last lnpattent  Stay: Admtsston Dtscharge
16. Updated Informatton New Orders/Treatments/Clmrcal  Facts/Summary from Each Drsctpline

/ 15. Type 01 FaClllty:

17 Funchonal  Ltmttatrons  (Expand From 465 and Level of ADL) Reason Homebound/Pnor  Functional Status

16. Supplementary Plan of Treatment on File from Phystcian  Other than Refernng  Physician: UYU N’
(If Yes, Please Specify Giving GoalslRehab.  PotenhallDischarge  Plan)

19. Unusual HomelSoctal  Environment

20. lndtcate  Any Time When the Home Health Agency Made a Visit
and Patient was Not Home and Reason Why if Ascertainable

21. Spectfy  Any Known Medtcal and/or Non-Medical Reasons the Pattent
Regularly Leaves Home and Frequency of Occurrence

22. Nurse or Therapist Completing or Revtewing  Form

Form HCFA-466 (C3)  (4-67)

PROVIDER

Date (MO.. Day. Yr j
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EXHIBIT 7- 1 (continued)

&QaMWnt  of Hsanh  and HU~MI  swims FrJrmAppmvd
Health Cars Financing AdminislraIiaI OMB  No. 003&a357

ADDENDUM TO: c l PLAN OF TREATMENT 0 MEDICAL UPDATE
1. Patient’s HI Claim No. 12.  SOC Date ~3.cer(ificationPedOd 4. Medii Record  No. 5. Provider No.

8. Patient’s Name

8. Item
No.

( From: To: 1
7. Provider Name

8. Sigm lrooff%yskii 10. Data

11. Optional Name/Signature of Nue 12. Date

Form HCFA487  (U4)  (e87-1 PROVIDER
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EXHIBIT 7- 1 (continued)

DEPARTMENT OF HEALTH AND HUMAN SERWCES
HEALTH CARE FINANCING ADMlNlSTRATfON

FORM APPROVED
OMB NO. c936o367

HOME HEALTH AGENCY
INTERMEDIARY MEDICAL INFORMATION REQUEST

1. Initial Request Date: 2 Final Request Date:

3. Provider Number: 4. Document Control Number:

5. Patient Name: 6. HI Claim Number

7. Medical Record Number:
I

I 8. Period of Claim: 1 9. SOC Date

From: Toi

q lP.Frequency  of doctors visits:

q13 Status of chronic condition:

q 14. List primary need for:

0 SN c PT

q 15. List dates y;; for:

c: PT

-
0 16. Laboratory tests (frequency, types. results):

nl7.  Other tests (frequency, types, resu&

_- -
18 Diet - Type ._ Teachmg  Duratron

‘17 Compliance c Length of trme  on the diet- - -
019. Date(s) on which frequency of SN or HHA mcreased  or decreased:

n20. Specrfic  progress notes for: Otheru
fi SN

_..._
: PT 2 ST 1 OT G MSS [3 HHA q Visits -

021. Reason for continued Medicare coverage:

022. Doctor’s orders. signed by physrclan

023. Supplemental Plans of Treatment, 11 appkable: 24. Sagnature  of F.I. Representative

Form HCFA4B  (U2) (-7)
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occurred during the past twenty-five years, the

Medicare program bases eligibility for post-hos-

pital services on a medical model, with criteria

strictly defined according to precise variables.

The Panel did not believe that it was possible

to develop a needs assessment instrument for the

dual purposes of clinical decision-making and

eligibility determination under the current Medi-

care program. The Panel believed that the pro-

cess of decision-making for long-term care needs

requires more and different types of information

than is needed by FIs to determine eligibility for

post-hospital services covered under Medicare

Part A. Conversely, some of the specific infor-

mation required by FIs to determine eligibility is

of little use to clinical decision-makers.

Additionally, there are differences in the con-

tent and level of detail required to determine

eligibility for both SNF and home health ser-

vices. This prohibits the development of any one

simplistic form or set of forms for FI review that

could be initiated by the provider responsible for

performing a “clinical” needs assessment and

arranging for all continuing care services cov-

ered by Medicare. The Panel determined that

adding the details necessary to determine eligi-

bility for both SNF and home health services to

the UNAI would detract from its ability to be

used by professional staff responsible for the

clinical task of needs assessment.

Advisorv Panel conclusions

The UNAI does not contain all of the infor-

mation currently required to determine eligibility

for post-hospital services covered under the Medi-

care program. The Panel also determined that it

was not feasible to expand the UNAI to contain

this additional information. Therefore, the Panel

recommended that:

The needs assessment instrument should
not be used as a primary vehicle to convey
information for eligibility determinations.

E. POTENTIAL CONTRIBUTIONS OF
THE INSTRUMENT TO THE PRO-
CESS OF ELIGIBILITY DETERMIN-
ATION

While the Panel did not support use of the

UNAI as the sole vehicle for eligibility determi-

nations, it did recommend that it could be used to

supplement the current process. It recommended

that:

The instrument could make a positive con-
tribution to the eligibility determination
process by providing a more complete
picture of the patient’s needs for care.

be

Areas in which the UNAI could potentially

used to supplement the current eligibility

process follow:

o Imm-ovine  the data base on which eli-
gihilitv determinations are made.

Provision of UNAI data to FIs would
provide a more complete picture of the
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beneficiary’s clinical status and care
needs; and

0  Imtwoviw t h e  consistencv  o f
eligibilitv determinations.

The current eligibility determination process

has been criticized as being too subjective and

open to the interpretation of FIs. This issue has

been the subject of numerous studies and GAO

reports. In recreating the impetus for the uniform

needs assessment initiative, a Congressional staff

person cited reports of:

. . . frequently unpredictable and inconsis-
tent determinations being made for the
Medicare skilled nursing facility and home
health care benefits. . . . (this) was making
it much more difficult for hospital dis-
charge planners and/or providers to antici-
pate whether there would be reimburse-
ment, and therefore plan for the care of
patients, whether they were coming from
the hospital or from somewhere else (D.
Schulke, Panel presentation, June 1,1988,
transcript p. 52).

In presenting the underlying Congressional

intent for the UNAI, the staff person added “we

hope that it will improve the relevance and accu-

racy of eligibility determinations for Medicare

home health and skilled nursing facility services”

(D. Schulke, Panel presentation, June 1, 1988,

transcript pp. 55-56).

The UNAI could be submitted along with

other necessary documentation by providers of

post-hospital services. If a uniform system of

needs assessment were implemented, the UNAI

would have been completed by professional staff

employed by the transferring provider. The re-

ceiving provider would then need to ensure that

the UNAI still reflects the beneficiary’s current

status (in case his or her status has changed from

the time the UNAI was completed) prior to sub-

mission to an FI for a retroactive determination.

Use of the UNAI in this way would allow:

Uniformitv  in  the  uresentation of
beneficiarv needs and current health
status*-* The content of supplementary
data submitted for each claim would be
the same in different geographical areas
of the country and across different orga-
nizations that act as FIs;

Uniformitv in the methods (terminologv
and rating scales) used to document SUD-
porting; information for each determina-
tion decision: This would facilitate the
review of questionable cases and allow
comparison with determinations based
on similar cases. Decisions could then be
more clearly substantiated or overturned;
and

Development of uniform guidelines. OD-
erational svstems and nrocedures for re-
viewing claims and making. eligibilitv
determinations based on information col-
lected bv the UNAI: This could improve
the consistency of interpretations made
by various FIs regarding medical neces-
sity requirements. More functionally
based measures of a beneficiary’s status
and care needs (as described by the UNAI)
could be integrated into HCFA’s policies
for interpretation of eligibility require-
ments that are distributed to the FIs. This
same approach could be used to standard-
ize training received by reviewers re-
sponsible for making eligibility determi-
nations.
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JmDrovineadischargeningorocess  for
providers and beneficiaries

The Panel addressed whether it would be

possible to use the UNAI prior to discharge from

one setting to determine eligibility for appropri-

ate continuing care settings. This would prob-

ably not be possible under the current process of

medical necessity review for Medicare covered

services. However, some representatives of third

party payers felt it may be possible for the private

sector to use this approach, if the assessment was

performed early in the course of a hospital stay

and communicated to an insurer to make an initial

eligibility determination (M. Cassell, Panel pre-

sentation, February 22, 1989; S. Mays, Panel

presentation, February 22, 1989). The initial

determination, however, would need to be veri-

fied at a later date as changes in the individual’s

status or care needs may result in another deter-

mination.

Such an approach would be advantageous in

several respects. It was felt that this would assist

the discharge planner in developing a plan that

meets the patient’s care needs and preferences,

within the patient’s financial limitations to afford

services. For example, the discharge planner

could explore the costs related to several poten-

tial post-hospital care options (with respect to the

insurer’s eligibility determination), ‘present this

information to the patient, and make appropriate

arrangements based on the patient’s decision.

In terms of benefits to the patient, more

information could be provided to the patient

before discharge on services that would probably

be covered and the anticipated personal costs that

may be incurred. Because cost considerations

frequently affect the selection of post-hospital

care arrangements, a better informed patient will

be more able to make decisions regarding con-

tinuing care arrangements. This process may

also enable the patient to appeal an unfavorable

decision regarding eligibility for post-hospital

services prior to discharge.

The advantages associated with this process

are substantial enough that it merits further inves-

tigation. However, the Panel made no formal

recommendation in this vein as the UNAI does

not contain all of the information needed to make

an eligibility determination under the current

Medicare program.

F. OTHER POTENTIAL USES
R E L A T E D  T O ELIGIBILITY
DETERMINATION

*

As discussed previously, the Panel explored

the potential use of the UNAI by the private

sector through consultation with experts repre-

senting third party payers that proyide benefit

programs for post-hospital services. The types of

information required by these organizations to

determine eligibility for services is similar and in

some cases, expands upon that required by FIs to

determine eligibility for Medicare benefits. How-
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ever, some third party payers utilize a case man-

agement approach to determine eligibility for

post-hospital benefits. These experts believed

that the UNAI could be helpful in presenting

relevant information regarding the beneficiary’s

needs and capabilities in order to establish medi-

cal necessity for services (M. Cassell, Panel pre-

sentation, February 22, 1989; S. Mays, Panel

presentation, February 22, 1989).

UNAI areas of potential utility are critiqued

below:

o Health status: Health status informa-
tion is necessary to make an eligibility
determination. The mental health status
information is required, in some cases, to
determine appropriate care settings. This
information could assist insurers in iden-
tifying those settings that would not offer
appropriate services (e.g., independent
living arrangements may not be appropri-
ate for a cognitively impaired individual).

o Functional status: This information is
necessary but may not be detailed enough
for eligibility determination purposes. It
may be necessary to supplement the in-
formation collected in this section with
information collected by another assess-
ment or by requesting additional infor-
mation (in the form of specific examples
of functional limitations) from the asses-
sor.

o Environmental barriers: This infor-
mation would be very useful to insurers in
identifying special considerations, on a
case by case basis.

o Nursing and other care needs:
This information would provide much
necessary information as well as include
information that could be useful for de-
termining eligibility for individuals with
special needs. However, some informa-
tion required to make eligibility determi-
nations is not included (as different insur-
ers or benefit packages have their own
detailed information requirements).

o Family and community resources:
This information could be helpful in more
fully understanding the patient and his or
her social and community support net-
work. However, the information would
not, in most cases, affect the eligibility
determination made by the insurer.

o Patient and family goals and prefer-
ences: This information would be very
important to ensure that every effort is
made to provide preferred services before
exploring other care options.

Use bv nroviders to m-edict elhzibilitv  for nost-
hosnital services

Providers of post-hospital services have long

voiced their concerns regarding the period of

time needed to establish whether they will be

reimbursed by Medicare for services rendered

and the risks they encounter in providing care to

Medicare beneficiaries in the interim. Providers

may render SNF or home health care services in

good faith, which are later denied when claims

are submitted for Medicare reimbursement. This

issue was addressed in an adjacent section of the

Omnibus Budget Reconciliation Act of 1986
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(OBRA ‘86) that mandated the development of a

uniform needs assessment instrument.

Section 9305(k) of OBRA ‘86 authorized the

conduct of a demonstration program concerning

prior and concurrent authorization for Medicare

post-hospital extended care and home health

services.2  The law required the Secretary to

study:

the administrative and program costs for
prior and concurrent authorization as com-
pared to the current system of retroactive
review;

the impact of prior or concurrent authori-
zation on access to and availability of
post-hospital services as compared to the
current system; and

the accuracy and associated cost savings
of payment determinations and rates of
claim reversal under prior or concurrent
authorization versus the current system.

Providers’ interests were not the only con-

cerns at stake. The Conference report that ac-

companied the legislation reflected the Senate’s

interest in whether the process could be used to

protect beneficiaries against liabilities incurred

as a result of claim denials (1986).

OBRA ‘86 also contained provisions extend-

ing waiver of liability provisions to hospice pro-

grams (Section9305(f))  and to home health agen-

cies for certain coverage denials (Section

9305(g)).

In view of these concerns, the use of the

UNAI by providers to predict eligibility for post-

hospital services was considered (V. Reublinger,

Panel presentation, February 22, 1989; J.. Ollis,

Panel presentation, February 22, 1989). It was

felt that this goal may be more feasible for SNFs

than home health agencies as home health agen-

cies have more stringent requirements regarding

the content and process used to document the

patient’s status in claims submitted for FI review:

As previously discussed, home health agen-

cies currently use several forms (HCFA485,486,

487 and 488) in submitting claims to FIs that

document medical necessity for services

rendered. It was felt that this process could not be

replaced by a more “all purpose” tool, such as the

UNAI, as it would not provide sufficient infor-

mation to FIs to support eligibility decisions.

The Panel determined that, overall, the UNAI

could be used in current public and private insur-

ance eligibility determinations for post-acute care

services only to supplement, rather than replace,

other processes used to collect necessary

information.

?This demonstration was completed by HCFA’s
Office of Research and Demonstrations under
contract with Lewin/lCF.
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G .  U S E  O F  N E E D S  A S S E S S M E N T
M E T H O D O L O G I E S  I N PUBLIC
POLICY

An efficacious means of determining who is

to receive what service or mixture of services is

critical to the appropriate allocation of limited

health care resources. If increasing numbers of

older Americans are going to have an opportunity

to receive necessary long-term care services,

their needs must be assessed and matched with

those services that are available and suitable to

meet their needs (Pegels, 1988).

Suport for the develoDment of needs assess-
ment methodoloPies

The concept and practice of using “needs

assessment” methodology as a means of deter-

mining an individual’s eligibility for long-term

care services is well documented throughout the

literature. Support for a needs assessment meth-

odology in public policy was summarized in the

following Policy Statement on the Elderlv and

Functional Dependency by the Institute of Medi-

cine, National Academy of Sciences:

The federal government should reimburse
for long-term care provided to the func-
tionally dependent elderly. Long-tetm  care
should include both health and social ser-
vices and should provide for choices be-
tween institutional and home-based care.
Eligibility for federal reimbursement of
long-term care should be based on a com-
prehensive assessment process (IoM,
1977).

Needs assessment methodologies based on

relevant clinical assessment findings have been

recommended to serve a “gate-keeper” function

for long-term care services as well as to assure the

appropriateness of care to meet the individual-

ized needs of beneficiaries. Unfortunately, re-

search and anecdotal evidence support the con-

clusion that inappropriate types of care have

often been provided, with either too much or too

little care given in relation to an individual’s

needs. Inappropriate care may result when func-

tional and social assessments are not used as the

basis for long-term care decision-making.

However, there are other issues that contrib-

ute to the delivery of “inappropriate” care. Anec-

dotally, the Panel found that many propose that

care decisions are often driven by the criteria

used to establish eligibility for services funded by

public programs or third party payers (i.e., that

the type of care beneficiaries receive is depen-

dent upon what they are “eligible” for, as op-

posed to what they actually “need.“)

For example, though a clinical assessment

may indicate that community based care would

be most appropriate for an individual, resource

constraints may prohibit the use of suitable ser-

vices. This may result in “not enough care,” with

the beneficiary choosing to remain in the com-

munity without the supportive services that are

truly needed or “too much care,” with the benefi-

ciary opting for institutional care and a more

restrictive environment than is necessary. Addi-

tionally, the Panel recognized the fact that “inap-

propriate care” may also be provided when ben-
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eficiaries choose an arrangement for continuing

care that is in conflict with the clinician’s judg-

ment regarding necessary services.

Inappropriate use of services, particularly

skilled nursing services, has been cited in a num-

ber of studies; for example, up to 40 to 50 per cent

of patients in nursing homes have been assessed

as needing less (or a lower level of) care than they

received (Williams, Hill, Fairbank et al., 1973;

Williams & Williams, 1982). Similarly, studies

have shown that between 20 and 40 percent of the

residents of intermediate care facilities could be

cared for in the community if supportive services

were available (GAO, 1982). Thus, without

adequate assessment and appropriate decision-

making, elderly persons may receive care in an

institutional setting when less confining commu-

nity-based care (i.e., congregate living situations

or living at home with support services) may have

been possible. Conversely, an individual may

not receive enough care (i.e., of the type or

intensity that he or she needs),. This may place the

individual at risk or result in poor outcomes, such

as acceleration of a disability or burnout on the

part of family caregivers (Williams, 1983).

Inappropriate use of long-term care services

is undesirable on several counts:

0 it is wasteful of scarce resources;

o it can create further disability by leading
to premature labeling of an individual as
having a permanent incapacity; and

o institutional environments are associated
with an increased risk of complications or
other morbidities for the elderly.

The role of clinical assessment as the basis for

post-hospital care decision-making and in im-

proving the appropriateness of placement is sub-

stantiated by a considerable and ever-widening

body of research (Rubenstein, 1983).

aT sk For
&Q&J

The Task Force on Long Term Health Care

Policies, as mandated by the Consolidated Omni-

bus Reconciliation Act of 1985, explored many

issues surrounding the financing and administra-

tion of long-term care benefits by the private

sector. The role of needs assessment methodolo-

gies to determine eligibility for benefits provided

by the private sector was critiqued. Many paral-

lels can be made regarding the use of needs

assessment methodologies for eligibility deter-

minations in public programs.

The Task Force’s report to Congress and the

Secretary contained several relevant principles

regarding eligibility determination and the ad-

ministration of long-term care benefits:

In the absence of a specific “event”, long-
term care insurance must define an entry
point when people become eligible for
benefits that is clear to the insured, not too
complicated to administer and reasonably
consistent in its application. . . . Tradition-
ally, eligibility has depended on the level
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of care3 required, that is, the need for
skilled, intermediate or custodial care in a
nursing home setting. . . . Coverage and
benefits based on level-of-care determina-
tions are likely to be confusing to the
insured and difficult for the insurer to
administer.. . . Determinations of levels of
care for non-institutional settings are likely
to be even more inexact and diverse. . . .
The questions remain how to determine
when insurance payments will begin and
under what circumstances they will con-
tinue (1987, p. 57).

The Task Force considered three alternatives

for determining a beneficiary’s level of cover-

age:

o requiring each policy to define various
levels of care independently;

o establishing uniform national definitions
of service and levels of care; and

o using anew system of eligibility based on
existing needs assessment systems.

The Task Force supported the use of a needs

assessment system in that it can provide a greater

degree of certainty in defining when insurance

coverage begins. Needs assessment methodolo-

gies based primarily on measurement of func-

tional status (i.e., ability to perform activities of

daily living) have proven to be highly reliable and

consistent. However, there are special popula-

tions, like those with Alzheimer’s disease, for

whom the needs assessment system may not be

completely appropriate. Dementia patients may

demonstrate functional incapacities but their de-

ficiencies tend to be sporadic rather than chronic.

For this reason, the accuracy of the overall as-

sessment may be improved by adding measures

of behavioral dysfunction.4

A needs assessment system can also have

great utility in promoting the use of appropriate

home and community-based services. The Task

Force found that most needs assessment systems

use an interval level scale to evaluate an ’

individual’s status in measures such as perfor-

mance of activities of daily living. Points are

used to establish levels of dysfunction, which

translate into a summary score reflecting the

“need” for long-term care services. An insured

person would become eligible for benefits when

3The level of care framework has traditionally been
used to define eligibility in the Medicare and Medicaid
programs. Medicare benefits have been rendered through
skilled nursing facility coverage, with coverage criteria
primarily defining “need” for care as a continuation of
acute care services received in a hospital setting. Medicaid
programs have differentiated between levels of nursing
home care to determine reimbursement rates. Subject only
to broad Federal parameters, the States have considerable
latitude in defining levels of care and establishing Medic-
aid eligibility criteria (Grimaldi & Jazwiecki, 1987). Con-
sequently, criteria used to determine level of care in

different States vary significantly, so that there is a wide
variation in placement similarity across States (i.e., rang-
ing from 38 to 91 percent according to a 1980 study by
Foley and Schneider).

4Measures of behavioral status have not tended to have
the same degree of reliability as those used to measure
capabilities related to activities of daily living. Addition-
ally, the assessment of behavior may be obtained from a
third party caretaker, who may have an interest in qualify-
ing the insured for benefits.
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he or she reaches a specified level on the needs

assessment scale. This approach would permit

the insured to obtain benefits, if the provider of

services is qualified to provide the needed level

of services and if the services are provided in a

covered setting. The use of a needs assessment

system can thus shift the basis for eligibility from

an issue of level of care to an issue of the extent

to which the insured person needs long-term

care.

In the judgment of the Task Force, the advan-

tages of shifting to a needs assessment system to

establish eligibility standards for long-term care

insurance greatly outweigh the advantages of

continuing to use the level-of-care method by:

o Avoiding conflicting definitions of levels
of care across States;

o Providing a more objective basis for de-
termining eligibility for benefits;

o Assuring that individuals who have equal
needs for care receive equal benefits re-
gardless of the setting is which care is
provided, thereby removing the institu-
tional bias of access to care; and

o Encouraging a managed care concept
(1987, p. 58).

However, the Task Force also proposed that

the use of a needs assessment system to

determine benefit eligibility presents some diffi-

culties: There is less actuarial data based on

needs assessment as opposed to level of care, at

least for differentiating between skilled, interme-

diate and custodial care. There are also numerous

systems in use across the country and they differ

in their measurement methodologies, making

comparisons among programs difficult.s  Addi-

tionally, it is not clear how and by whom the

needs assessment would be performed. Imple-

mentation of needs assessment methodologies

requires education for those who must apply the

standards.

Another problem concerns the reliability of

data on which decisions would be made. Needs

assessment systems often rely on the observa-

tions of beneficiaries and reports by caretakers

about beneficiaries that may not be reliable. There

may be a degree of legal uncertainty with a

tendency on the part of assessors to avoid contro-

versy by deciding close calls in favor of the

beneficiary (Gustafson, 1984).

Any system can be manipulated to some

extent, and the needs assessment system, since it

relies on observation and reports from individu-

als with an investment in the eligibility decision

is no exception. However, the Task Force also

found that if the severity of need is fairly high in

order to be eligible for benefits, and the assessors

receive some training, ‘the likelihood of serious

distortion should be low if the needs assessment

experience of the channeling demonstration is

5The Task Force found that some State governments
report successful use of needs assessment methodologies
by Medicaid programs to reduce utilization of unnecessary
services.
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generalizable. Yet, while admitting the current

level of care system is unreliable, the Task Force

found that some insurers do not believe that

enough evidence is available to justify its re-

placement by needs assessment systems.

The Task Force’s analyses of the advantages

and disadvantages of needs assessment method-

ologies for the private sector can be used to

extrapolate relevant concerns for public programs.

The following conclusions can be made regard-

ing use of a needs assessment approach in deter-

mining eligibility for publically funded long-

term care services:

Needs assessment systems provide an
objective basis for determining eligibility
for benefits and avoid the necessity of
determining the service to be provided
and the level of care needed. The estab-
lishment of necessity and the insured
person’s own selection of a service set-
ting are a more effective means of arriv-
ing at appropriate care;

Use of a uniform approach to needs as-
sessment as a basis for eligibility instead
of level of care and service determina-
tions makes it possible to avoid conflict-
ing definitions among “insurable events”
for various programs (e.g., State Medic-
aid programs);

Use of a needs assessment approach en-
sures that the insured person is equally in
need of care regardless of whether it is
provided in an institution, at home, or in
another community-based setting; and

Incentives to utilize informal care alter-
natives can be built into the benefit

eligibility determination using needs as-
sessment methodology (1987, pp. 15 l-
152).

Inconsistencies in needs assessment methodolo-
g&s

As previously discussed, various public pro-

grams use needs assessment instruments to deter-

mine eligibility for benefits, but the tremendous

variation in programs and available services has

precluded the development of a standardized

approach. Obviously there is a need for ongoing

dialogue between providers and fiscal intermedi-

aries, with much of this communication couched

in the language of assessment. One problem is

the lack of uniformity in eligibility criteria. Un-

fortunately, this problem is compounded by lack

of standardization in the terminology used to

describe a beneficiary’s status in communication

between providers and FIs.

Inconsistencies resulting from lack of stan-

dardization are evident in reviewing post-hospi-

tal utilization patterns for both SNF and home

health care among the States (Neu & Harrison,

1986). Additionally, varying criteria used to

determine eligibility for Medicaid cause even

more discrepancies in nursing home utilization.

For example, when criteria used to determine

eligibility in New York State were applied to

residents in Colorado nursing homes, 90 percent

of the residents were eligible as compared to 40

percent in Illinois (Kane & Kane, 1981). It

would be of value to have interstate agreement in

this area, since Medicaid nursing home patients
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may, for one reason or another, have to be trans-

ferred from one state to another. This now

requires a whole new evaluation to be done.

The need for more uniformity in the eligibility

determination process is well-documented, as

are the advantages associated with use of a needs

assessment approach in future expansions of

public programs to address long-term care needs.

However, this is not to suggest that a needs

assessment methodology should be used to re-

form the current process of administering ben-

efits for post-hospital services under the Medi-

care program. Rather this discussion is intended

to provide a basis for future health policy

deliberations.

H. DEVELOPMENT OF A UNIFORM
NEEDS ASSESSMENT INSTRU-
MENT FOR ELIGIBILITY DETER-
MINATIONS

Difficultiesa
uniform

The dramatic growth in needs for long-term

care services has long been recognized but issues

regarding who should provide and how eligibil-

ity for services should be established is less clear.

The factors that should be included in a needs

assessment have received much attention and are

documented throughout the literature. However,

the question of how to weigh their relevance in

the care needs equation has not yet been verified

by research and is open to debate. Former HHS

Chief of Staff Tom Burke addressed many of the

inherent difficulties behind these decisions:

The amount and kind of services needed
by an individual do not depend simply on
a person’s condition. Rather, they depend
on the living arrangements available, the
availability of family and friends, the pres-
ence of community services and .other
nonmedical factors. This diversity of health
needs, intermingled with social needs for
housing, meal services, transportation and
assistance with household management,
makes centrally developed and regulated
approaches less likely to be appropriate,
since choices are generally constrained.
Public programs, which must achieve uni-
formity and equity, have much more diffi-
culty in offerring both choice and cost
control. One may assume that the avail-
.ability of financing resources will affect
the decision process in some way. . . .
Ideally, the financing available would al-
low families to avail themselves of nursing
home care when the disabled person is too
sick to be cared for at home or when
providing the care places too great a strain
on the resources of the family. The system
should also encourage the availability of
other services that support family
caregiving, such as home, respite, and adult
day care (1988, pp. 2-3).

Clearly a means to evaluate eligibility in

terms of relevant factors is needed. Yet, the need

to foster freedom of choice and increase the

number of options available to an individual

remains paramount. Brubaker describes the “long

term care triad’ of an elderly patient, family

members and bureaucracy, and the factors that

influence this relationship. He notes that bureau-

cracies and patients/families often conflict with

153



each other because of differences between what

bureaucracies are equipped to provide and what

patients and families want. By Brubaker’s defini-

tion, bureaucracies are organized to provide uni-

form types of services within defined situations

and settings. And by definition, patients and

families are individuals with unique needs

(Brubaker, 1987).

Can clinically based needs assessment meth-

odologies be designed to individualize the ben-

eficiary determination process? Somers adds the

following:

What is needed is recognition of the facts
that both institutional and noninstitutional
modalities are needed and appropriate in
given situations, depending partly on the
level and duration of care needed, partly
on the availability of family and other
informal supports; that neither patients nor
their care-givers should be locked into any
one modality; and that some way must be
found-through objective functional as-
sessment, case management, patient cost-
sharing, appropriate reimbursement poli-
cies, tax incentives for family care, respite
services, family education, etc.-to facili-
tate flexible access to the broad range of
services that will make possible the most
cost-effective, as well as health-effective,
use of all our long-term care resources,
including long-term hospitals (1985, p.
224).

Additionally, Evashwick and Weiss call for

the creation of a flexible system. While the goal

of a continuum of care is to assist individuals to

achieve their highest possible level of health and

functional independence by guiding patients over

time through appropriate levels of care, there is

tremendous diversity in care continuums, which

are “local and unique to each community, built

upon the resources, environment, and corporate

culture of each organization” (1987, p. 397.)

Decision-makin  concerns

In developing a needs assessment methodol-

ogy on which to base eligibility determinations,

it would be necessary to establish precise mecha-

nisms to define eligibility for services. Many

current needs assessment methodologies use in-

terval-level scoring systems as thresholds for

service eligibility. The Panel expressed some

reservations about this method. Similar concerns

are reflected by Williams:

With regard to the usefulness, or not, of
scores to summate  results of assessment
items, in my view each individual bit of
information obtained in the assessment
procedure is likely to have specific value
in designing the care plan for that particu-
lar patient. Adding up scores on numbers
of disabilities, numbers of wrong (or right)
answers on mental status tests, etc., is
much like taking the results of multichan-
nel clinical chemistry laboratory testing
and saying that it is useful enough to know
that only one, or two, or three of the tests
are outside normal limits-that the precise
details of which tests are abnormal, and by
how much, is not necessary for clinical
decisions. In other words, I am skeptical of
the value of summarizing scores (1983, p.
640).
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Process concerns

The development of a needs assessment meth-

odology for eligibility determinations also re-

quires the formulation of a process by which

assessments would be conducted. Pegels (1988)

summarizes several policy concerns that would

have to be addressed if a uniform system of needs

assessment were established for eligibility deter-

mination:

o Inherent to the concept of needs assess-
ment is the fact that care needs may
change over time. Therefore, the screen-
ing process must be continuous, includ-
ing periodic review to ensure that the
patient is receiving the care prescribed in
the most suitable service setting; and

o Those affiliated with providing services
might be biased in their judgments. To
ensure proper patient assessment, health
care coordination and placement, it is
important that the process be controlled
by an unbiased organization. Patient as-
sessment has generally been limited to
the activities of hospital discharge units
that determine the need for continued
institutionalization or discharge to a home
environment where home or day care can
be provided. Similarly, if the person
responsible for assessment and place-
ment is affiliated with a long-term facil-
ity, that affiliation may influence the de-
cision in the direction of institutionaliza-
tion.

I. RECOMMENDATIONS FOR ‘FUR-
THER STUDY

Use of the UNAI in the current Medicare

eligibility determination process is limited. How-

ever, the UNAI may have utility to supplement

the current Medicare eligibility determination

process or could play a primary role in

determining eligibility for other long-term

care programs.

However, the Panel urged caution in making

decisions regarding the use of the UNAI for

eligibility determinations. The Panel strongly

believed that extensive testing should be con-

ducted to ensure the reliability and validity of the

UNAI before policy decisions are made regard-

ing its use.

If the UNAI is eventually linked to eligibility

determinations, the Panel believed that several

issues should be addressed and policies devel-

oped to ensure fair and consistent determinations

of eligibility for services. Policy decisions would

need to be made regarding the process by which

the assessment would be performed and whether

an independent agency would be required to

conduct the assessment, as opposed to making

the needs assessment a clinical function per-

formed by the originating provider (i.e., respon-

sible for the discharge plan) or the receiving

provider (i.e., responsible for provision of appro-

priate and necessary post-hospital services). If

assessment results generated by the provider

were to be used as the basis for eligibility deter-

minations, it would be necessary to develop

155



procedures and implement systems to audit the

accuracy of assessment findings as well as gener-

ate processes to adjudicate disparate findings.

The Panel strongly believed that continued

study is necessary before the UNAI can be con-

sidered for potential use in eligibility determina-

tions. If UNAI results are to be used as the basis

of determining whether post-hospital services

should be provided to Medicare beneficiaries,

careful attention must be given to the develop-

ment of clinical algorithms on which to make

decisions regarding appropriate and necessary

care. This would require the analysis of large

data bases to determine appropriate care prac-

tices based on an individual’s characteristics,

care needs and unique situation.

It is possible that such study will occur as part

of the Department’s effectiveness initiative. As

authorized by the Omnibus Budget Reconcilia-

tion Act of 1989 (OBRA ‘89), the Agency for

Health Care Policy and Research (AHCPR) has

primary responsibility for establishing an effec-

tiveness and outcomes research program for pre-

ventive, diagnostic and treatment strategies.

AHCPR’s Medical Treatment Effectiveness Pro-

gram (MEDTEP) is focused on “improving the

effectiveness and appropriateness of health care

services through better understanding of the ef-

fects of health care practices on patient out-

comes” (AHCPR Program Note, January 1990).

This activity will be undertaken in conjunction

with other components of the Public Health Ser-

vice and HCFA.

AHCPR is also charged with expanding the

databases available for health care research and

improving the linkages among them. An early

AHCPR bulletin announced that emphasis will

be placed on improving Medicare databases and

their linkages to other patient-centered databases

(1990).

Use of a uniform system of needs assessment

in the determination of eligibility for long-term

care services holds much promise. However,

much work is necessary to compile sufficient

databases of patient-centered characteristics on

which to base analyses and to refine the technol-

ogy necessary to develop a clinically valid sys-

tem. The following chapter summarizes the

recommendations of the Panel and closes with

directions for future study.
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CHAPTER 8: SUMMARY AND RECOMMENDATIONS
FOR FURTHER

This report has examined issues related to the

Congressionally mandated uniform needs as-

sessment initiative and presented the recommen-

dations of the Secretary’s advisory panel, as

required by Section 9305(h) of the 1986 Omni-

bus Budget Reconciliation Act (OBRA ‘86).

The Advisory Panel on the Development of

Uniform Needs Assessment Instrument(s) devel-

oped one needs assessment instrument (UNAI)

for uniform use in various care settings. The

enabling legislation specified that the instrument

should be capable of use by “discharge planners,

hospitals, nursing facilities, other health care

providers and fiscal intermediaries in evaluating

an individual’s need for post-hospital extended

care services, home health services and long-

term care services of a health-related or support-

ive nature.” As required, the core of the UNAI

focuses on the assessment of an individual’s

functional capacity, nursing and other care re-

quirements, and social and familial supports.

The UNAI also includes measures of health sta-

tus, environmental factors, and patient/family

goals and preferences for care. This range of

assessment items is intended to provide holistic

data on which to base the identification of options

for continuing care and facilitate development of

the actual discharge plan.

OBRA ‘86 did not contain a directive for use

of the UNAI by the providers specified in the

legislation but it did require the study of issues

associated with its use. As such, the Panel also

contemplated the context in which a uniform

system for needs assessment could occur. Pro-

STUDY

cess  considerations; ranging from general in-

structions for completion of individual assess-

ments to broader implementation or systems is-

sues, were specified through the development of

26 recommendations regarding the use of the

instrument. These recommendations address

themes such as the purpose of the instrument,

qualifications needed by the assessor, training

and uniform use of the instrument, process for

performing the assessment, timing of the assess-

ment, resources necessary to administer the in-

strument, population to which the instrument

should be administered, use of the instrument in

non-acute care settings, coordination of data ele-

ments, mechanisms to ensure accountability for

performance and the reliability of the assess-

ment, and testing and evaluation.

Additionally, this report has reflected the

Panel’s deliberations regarding potential uses of

the instrument. The UNAI was developed for the

primary purpose of clinical assessment and deci-

sion-making regarding post-hospital and other

long-term care needs. However, the UNAI could

be used for other purposes, including quality

assurance, generation of a data base and determi-

nation of an individual’s eligibility for Medicare

covered services.

A. ADVANTAGES ASSoCIATED  WITH
UNIFORM USE OF THE UNAI

Federal regulations currently address the

provider’s responsibility to conduct a needs as-

sessment as part of the discharge planning pro-
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cess. Though specific programs vary in terms of

the scope and language used to describe dis-

charge planning expectations, similar require-

ments are in effect, or in the process of being

implemented, for hospitals, home health agen-

cies and long term care facilities. In effect,

completion of a needs assessment is already

required. Mandating use of the UNAI would add

structure and process standards to the currently

undefined, general requirement for the perfor-

mance of a needs assessment by a provider prior

to a beneficiary’s discharge from that setting.

Certainly there would be some difficulties to

address if a uniform system of needs assessment

were to be implemented. Realistically, full imple-

mentation would probably require a period of

several years. However, the Panel believed that

the long-term advantages to both beneficiaries

and providers would outweigh the start-up con-

cerns associated with operationalization of the

system.

Advantapes for tx-oviders

Uniform use of the UNAI would benefit

providers by providing a comprehensive struc-

ture for completion of the needs assessment por-

tion of their discharge planning responsibilities.

Use of the UNAI by all providers would also

provide a means to enhance continuity of care

and communication of patients’ needs across

care settings, by drawing upon a common meth-

odology and language to evaluate extended care

needs.

Though some providers maintain they re-

quire flexibility in their“needs assessment”meth-

odology, many others are increasingly in favor of

a standardized approach. A large number of

acute care providers have expressed their intent

to use the UNAI to implement a formal needs

assessment system within their own facilities,

recognizing the value of such a system to patient

care. Anecdotally, numerous providers of post-

hospital services have also been supportive of the

UNAI and called for a system that facilitates the

identification of appropriate post-hospital ser-

vices, improves communication across care set-

tings and the transfer of patient information re-

garding continuing care needs, and fosters conti-

nuity of care.

Several States have already developed “needs

assessment” instruments but many others are in

the process of developing their own instruments

to assess needs for continuing care. The intended

use of these instruments varies.’ States that are

currently developing or contemplating revision

of their own instruments have looked to the

Federal uniform needs assessment initiative for

direction in terms of assessment content; most

States have expressed an interest or their intent to

‘A large number of States already use or are in the
process of developing “needs assessment” instruments for
purposes such as case management for Medicaid 2176
home and community-based services waiver programs,

Medicaid nursing home pre-admission screening, and as-
sessment of the need for services administered by Agency
on Aging programs.
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build instruments with the same core elements

used in the UNAI.*

The purpose of the assessment must drive its

content (R. Kane, Panel presentation, August 3,

1988) and States will always require the flexibil-

ity to develop assessment methodologies that are

appropriate for their own regulatory needs. How-

ever, implementation of a system of needs as-

sessment at the Federal level would ensure a level

of uniformity among the States. States could

supplement the UNAI by adding assessment items

to meet their own needs, provided the integrity of

the UNAI remained intact3  Such standardiza-

tion of needs assessment data would also be

advantageous to providers, who must remain

abreast of diverse requirements and document

duplicative assessment data in some cases.

Advantapes  for beneficiaries

Implementation of a uniform system of needs

assessment should yield numerous patient care

benefits. Requiring use of the UNAI would

ensure that the continuing care needs of Medicare

beneficiaries are appropriately evaluated. The

UNAI would, in effect, be viewed as a clinical

standard to secure a consistent level of assess-

ment. The UNAI provides a comprehensive and

holistic assessment upon which to identify care

needs and develop a discharge plan.

Additionally, most individuals with chronic

needs receive care by a number of providers or in

numerous settings, being transferred from one

level of care to another as their condition im-

proves or deteriorates. Transfer across several

care settings or uncoordinated care provided si-

multaneously by a number of providers increases

the potential for miscommunication and frag-

mentation of service delivery, leading to frustra-

tion and poor outcomes for the patient. Participa-

tion in duplicative and overlapping “needs as-

sessments” can also be a bewildering and tiring

experience for patients and families. By provid-

ing a common language and structure to facilitate

the communication of care needs, the UNAI

would have a positive impact on the totality of the

beneficiary’s care experience over time.

The UNAI also has the potential to improve

the quality and appropriateness of care in an

ongoing manner. Congress required the develop-

ment of a, needs assessment instrument(s)

capable of use along the continuum of

within the State. The State may specify the Resident
Assessment Instrument that has been designated by HCFA
or specify its own, provided it is approved by HCFA. For
approval, a State instrument must contain at least the
Minimum Data Set (MDS), including common definitions,
core elements and utilization guidelines. The State may
add additional items that support its own operational pro-
grams (e.g., for quality assurance, quality incentive, pre-
admission screening, orcase-mix reimbursement systems),
provided they are not in conflict with the MDS.

WNAI core elements are those that measure func-
tional status, nursing and other care requirements, and
social and familial supports:

3HCFA’s  Long Term Care Facility Resident Assess-
ment initiative operates on a similar premise. States are
required to specify a Resident Assessment Instrument for
use by Title XVIII and Title XIX long term care facilities
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various health care settings. The UNAI could be

used prior to discharge4 from each provider type

to assess needs and ensure that continuing care

recommendations are appropriate and address all

necessary services.5  In this manner, the possibil-

ity of premature discharge should be minimized

as well as ensure that beneficiaries receive care in

the least restrictive environment possible.

The Panel’s recommendations also provide a

structure for patient/family input by assessing the

individual’s and family/caregiver’s goals and

preferences for care. The Panel called for an

patient attestation process to accompany admin-

istration of the UNAI in order to ensure an

appropriate level of patient participation in the

needs assessment. Administration of the UNAI

as intended by the Panel would therefore heighten

the beneficiary’s opportunities to have input into

the discharge planning process.

Additional advantages

Clearly uniform use of the UNAI has the

potential to improve the quality of care provided

to Medicare recipients. In addition, the Panel felt

there would be many secondary gains should use

of the UNAI be required, ranging from advances

in Federal quality assurance activities6  to the

development of a large-scale functional/social

data base well beyond the capabilities of current

systems. A UNAI-derived data base could be

used for numerous purposes, including quality

monitoring, research and health policy formula-

tion.

B. RECOMMENDATIONS FOR FUR-
THER STUDY

Though supportive of the need to move for-

ward with the uniform needs assessment concept,

the Panel felt that a Congressional mandate for

‘In a case management system, beneficiaries’ needs
could be evaluated periodically using the UNAI. For
example, a patient with a mild degree of functional impair-
ment may be assessed as requiring chore service to assist
with housekeeping and laundry. Reassessment in six
months may indicate improvement in status (patient no
longer requires chore service) or deterioration (patient no
longer able to remain in the home safely with only chore
assistance).

The value of periodic reassessment was demonstrated
in a recent study that examined the use of a housing
counselor specialist to follow-up with patients two months
after hospital discharge. Reassessment and intervention by
the counselor resulted in significant differences in the level
of housing and support needed eight weeks after discharge.
Such a process could lead to more appropriate, less costly
service options (Aldridge, 1990).

“The potential impact of the UNAI falls short of
ensuring that patients actually receive necessary posthospital
services. The UNAI can be used only to identify patient
needs, which serves as the basis for recommendations
regarding necessary services. The actual discharge plan is
dependent upon several factors, which include patient/
family preferences, the availability of services and re-
source considerations (such as eligibility for public pro-
grams or third party reimbursement, ability to self-pay and
the presence of informal support).

@The Panel studied the potential use of the UNAI in
several Federal quality assurance activities, including Sur-
vey and Certification, Peer Review Organization (PRO)
review and the Department’s effectiveness initiative.

162



uniform use of the UNAI by various providers

may be premature without first considering a

number of issues. The Panel urged that decisions

regarding implementation be deferred, pending a

thorough evaluation of the instrument’s effec-

tiveness. Previously, the Panel discussed the

need for additional study of several operational

concerns associated with implementation, in-

cluding the allocation of necessary resources, the

need for a degree of flexibility to accommodate

variations in care settings and delivery systems,

and the duplicative requirements that currently

exist for reporting of patient information.

At this point, the Panel believed that a num-

ber of steps should be pursued to provide the

groundwork necessary to implement a uniform

system of needs assessment.

Field testiw

The Panel outlined detailed recommenda-

tions regarding evaluation of the UNAI. A period

of informal review and comment to establish

content validity was conducted during the instru-

ment development process, using a draft version

of the UNAI. Comments from the field were then

incorporated to produce the instrument that ap-

pears in this report. Should use of the UNAI be

proposed as part of the Conditions of Participa-

tion for Medicare, additional opportunities for

public comment would be provided through pub-

lication of the UNAI in the Federal Register.

At this point, pilot testing of the UNAI should

be the next evaluation phase. The Panel recom-

mended that field testing occur prior to a directive

from the Congress to require use of the UNAI.

The design for field testing should include an

evaluation of its use by a stratified sample of

providers (i.e., at least hospitals, long term care

facilities and home health agencies, as specified

in the enabling legislation). If funding allows, the

sample should be diverse and stratified according

to variables such as geographic location, size,

type of ownership, specialty status, rural/inner

city, etc.
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Modification of the UNAI may be necessary,

depending upon the results of field testing. The

Panel felt that the Secretary may find it valuable

to continue consultation with experts in the field

during the UNAI refinement process. Panel mem-

bers offer-red to serve as an ongoing resource in

providing consultation as needed.

If there is a decision to require use of the

UNAI by Medicare participating providers, there

should also be a long-range evaluation of its

efficacy and impact on patient care and benefi-

ciary outcomes after implementation of the uni-

form system of needs assessment.

DeveloDment  of a uniform svstem of assessor
training

Supplementary materials should be devel-

oped to ensure that assessors use the UNAI in an

appropriate manner. It would be necessary to

prepare some instructional materials for asses-

sors in order to field test the UNAI. One compo-

nent of the field test should evaluate the adequacy



of assessor training (i.e., address the scope of the

materials and degree of training necessary to

ensure consistent administration of the instru-

ment). Additionally, should use of the UNAI be

required, it would be necessary to develop and

disseminate additional instructional materials, as

well as design a system for training of all poten-

tial users of the UNAI.’

Coordination with other Federal initiatives

If use of the UNAI becomes a Federal re-

quirement, the Panel felt it would be imperative

to integrate the UNAI with other Federal require-

ments and forms. Where possible, efforts should

be directed towards consolidation of documenta-

tion requirements to decrease the burden on pro-

viders. In other cases, differences in the purpose

of assessment processes and forms may prohibit

consolidation. However, to the extent possible,

the terminology and approaches used in patient

data bases and assessment-related initiatives

should be compatible. To decrease unnecessary

duplication and facilitate the provision of patient

care, the data collected to meet one requirement

should be capable of satisfying, at least in part,

other requirements. Ideally, through a process of

continued refinement and integration of various

initiatives, the components of various require-

ments should be streamlined and interwoven to

form a comprehensive data system.

Develonment of a uniform screening m-ocess

In identifying the population that should be

assessed by the UNAI, the Panel drew upon the

framework used in the OBRA ‘86 requirement

for discharge planning as a Condition of Partici-

pation for hospitals. * The Panel recommended

that the UNAI be administered to those individu-

als who are identified through a screening pro-

cess as needing a more intensive evaluation of

their needs for continuing care. The Panel felt

that requiring use of the UNAI for all Medicare

beneficiaries was not clinically warranted and

would waste scarce resources.

Should a uniform system of needs assess-

ment based upon the recommendations of the

Panel be introduced, there would be uniformity

in the needs assessment process itself. However,

the needs assessment requirement would apply to

only a subset of Medicare beneficiaries. Neither

the Conditions of Participation nor the Panel’s

recommendations specify requirements for the

screening process that would affect all Medicare

patients.

Previously, it has not been feasible to

devise a universal screening process and criteria.

‘For example, HCFA may assume responsibility for
the development of training materials such as a user’s
manual and video tapes, with providers assigned responsi-
bility for training their staff members who would perform
the assessment. A similar system is currently being imple-
mented as part of HCFA’s Long Term Care Facility Resi-
dent Assessment initiative.

8The Condition of Participation requires hospitals to
identify all Medicare patients who are likely to suffer
adverse health consequences upon discharge if there is no
adequate discharge planning. These patients are required
to receive a discharge planning evaluation.
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According to a review of the literature and ex-

perts in the field, screening systems and criteria

should be tailored according to the needs and

case-mix of individual facilities. However, it is

obvious that a uniform system of needs assess-

ment is of questionable value if there is no safe-

guard to ensure that patients are appropriately

screened and targeted to receive the assessment.

For this reason, the Panel recommended that

additional study be given to the refinement of

screening mechanisms to identify patients in

need of additional discharge planning services.

The Panel believed that providers require a cer-

tain amount of flexibility in developing their own

screening methodologies but felt that there should

be some level of uniformity in the screening

process.

Screening systems used by hospitals often

use criteria such as diagnosis (e.g., CVA,

cancer), age (i.e., greater than 70), and source of

admission (i.e., from a nursing home) to identify

patients in need of a more intensive discharge

planning evaluation. Studies supporting the effi-

cacy of such factors have been limited in number

and inconclusive in terms of their findings. One

interesting approach may be to require a scaled-

down evaluation of critical UNAI factors ford

patients, as part of the screening process to iden-

tify “high risk” patients (Nonemaker & Rudman,

unpublished paper). For example, simple indica-

tors to assess possible problems regarding func-

tional status or lack of social support could be

used to identify patients who should receive a

more intensive evaluation (i.e., trigger adminis-

tration of the UNAI.)9

Use of the UNAI for elkibilitv  determinations

One of the driving forces behind the Congres-

sionally mandated uniform needs assessment ini-

tiative was the desire to establish a more objec-

tive and clinically focused system of determining

eligibility for long term care services. The Panel

supported the goal of a health care delivery

system that provides “care based on need rather

than on what the individual is eligible for” but did

not feel that the UNAI could play a primary role

in the current process of determining eligibility

for Medicare covered post-hospital services.

The Panel’s extensive review of the literature

corroborated that clinical decision-making re-

garding ai individual’s needs for post-hospital

9Arecent  study examined a patient characteristic model
that may be helpful to providers in identifying patients who
require formal posthospital services. Buckle (1990) used
two instruments to assess 1300 “high-risk” patients in
terms of severity to predict their use of posthospital re-
sources: the medically-oriented Computerized Severity
Index and Complexitv Factors (a tool consisting of five
functional/socially oriented factors rated on a four point
scale: Social Situation, Physical Functioning, Psychologi-
cal Functioning, Compliance and Communication).

Items related to ADLs, Communication and Psycho-
logical Functioning consistently performed as statistically
significant predictors of the use of formal posthospital
services. Social Situation was not found to be an important
predictor of the use of formal posthospital services. How-
ever, this finding was inconclusive and raises additional
questions regarding the assessment and documentation
practices of physicians, nurses and social workers as it
relates to the social situation of patients: there was very
little documentation about social situation in the medi-
cal records of the study population (previously defined as
high-risk elderly).
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and other extended care services revolves around

an assessment of functional status, nursing and

other care needs and the availability of family and

community support, the three components of the

Congressional charge. Clearly it would be ad-

vantageous to design measures to establish eligi-

bility for long-term care services based on a

clinical algorithm that determines appropriate

and necessary services by weighing a

beneficiary’s strengths, weaknesses and indi-

vidual needs.

Several pieces of legislation were introduced

in the 100th Congress that would have expanded

the coverage of long-term care services under

Federally financed programs. All of the long-

term care bills used limitations in functional

status, as measured by activities of daily living, as

a criterion to establish eligibility. Most of the

bills drew on a uniform assessment process per-

formed by a case-manager to promote the coordi-

nation of care and contain costs (Mittelstadt,

1988; Seklecki, 1989). Though budgetary con-

straints may have sidelined the issue, Congres-

sional interest in a functional/social model on

which to determine eligibility for long-term care

benefits will no doubt resurface in the future.

The Panel felt strongly that decisions on

eligibility policy should be based on outcomes

research. Beneficiary-centered, clinical data is

necessary to support analyses regarding appro-

priate and necessary post-hospital care. The

Panel advocated implementation of a uniform

system of needs assessment to allow the compi-

lation of a data base for such studies. This

philosophy is consonant with that of the

Department’s effectiveness initiative and is the

focus of current efforts by the Agency for Health

Care Policy and Research, other components of

the Public Health Service and HCFA.

However, the Panel also believed that future

reforms of the eligibility determination process

should foster individual self-determination, rather

than artificially restrict options to meet continu-

ing care needs through the establishment of overly

stringent medical necessity criteria. Panel mem-

bers were concerned that a rating system may be

developed that would assess an individual and

determine that he or she was eligible for only one

particular type of care when there may be several

options that are clinically valid and equally effi-

cacious.

Rather, beneficiary needs could be rated uni-

formly through the use of a needs assessment

process but the decision-making process should

allow the beneficiary to choose among appropri-

ate and effective options to meet continuing care

needs. Such a process would maximize indepen-

dence by allowing individuals appropriate sup-

port in the least restrictive environment possible

as well as promote the most efficient use of

resources.

C. CONCLUSIONS

Congressional concerns regarding quality and

access to necessary post-hospital services fueled

the development of the uniform needs assess-

ment instrument. The dramatic changes in length
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of stay and practice patterns brought about through

the Medicare Prospective Payment System have

become commonplace; clinicians routinely pro-

vide care for an older and more debilitated patient

population. Patients are “sicker” and discharged

“quicker,” but providers have an inherent respon-

sibility to assess and provide for a beneficiary’s

needs for continuing care.

The specter of limited resources continues to

drive the health care delivery system on a broader

level as well as affect individual patient encoun-

ters through the system. Limitations in funding

for health care are the reality of today and a

growing problem for tomorrow, as society

struggles with how to address growing needs for

long-term care services. Financing mechanisms

will continue to shift health care delivery to non-

acute levels of care and outpatient settings. It is

paramount, then, that necessary safeguards to

ensure quality and access to necessary post-hos-

pital services are built into the system. A uniform

system for needs assessment holds promise as a

means to ensure that continuing care needs are

evaluated and provided for in the most appropri-

ate manner.

The Panel urges the reader to view the sum of

its recommendations collectively as reflecting

the primary goal that shaped its work process.

This goal was to achieve a critical balance be-

tween quality of care and operational concerns:

to develop an instrument that would improve

post-hospital care by providing a thorough and

valid evaluation of continuing care needs, and

also be capable of use across diverse care set-

tings, thereby providing uniformity in the assess-

ment of post-hospital needs. In time, the UNAI

will demonstrate its utility in both respects.
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(lENBUS  BULXET  EECDKILIATICN  Al3 OF 1986

SEC. 9335 (h) DEVELCPSZV  OF U N I F O R M  N E E D S  A S S E S S M E N T  LVSTW-
IEST.-

(1) DEI’ELoPsfE.VT.-The  Secretam  of H e a l t h  a n d  H u m a n
Servxcs sirull  develop a unrform needs assessment instrument
that-

L-U ccaluates-
(i) the functional capacity of an individual.
(ii) the nurslnr: and other cart rcqurrements of t h e

indruidual to meet Aeaith care needs and to ass& with
t‘unctlonal  incapacrtres.  and

(riil  the soclai and jhmtiial resources available to the
indrvlduai to meet those requrrements:  and

(B) can be used by discharge planners. hospitals. nursing
fucrlrtres. other health care proorders.  and li’scal  interme-
diarrrs 111  evaluatrnq  on individual’s need fbr post-hospital
extended care services.  home health sercrces. and long-term
cart servtccs of a health-related or supportive nature.

The Secrctaly may develop more than one such inslrument  for
use rn  different  situations.

(2)  ADVISORY PANEL-The  Secretary shall deve1o.u. any instru-
mcnt in consultatron  with an adoisov panel. appointed  by the
Secretary, that includes experts in the delivery of’ post-hospital
extend&  cure  services. home health services. and lone-term  care
services  and includes  rcprcsentatices  of hospttals.  of physicians.
of skilled nursing facilities. of home health agencies.  of long-
term cart providers, of fiscal intermediaries. and of medicare
beneficiaries.

LB REPORT ON INSTRUMENT. -The Secretary shall report to
Congress. not later than Januay 1. I989. on the instrument or
instruments developed under this section The report shall make
recommendations for the appropriate use of such instrument or
instruments.

173



T H E  S E C R E T A R Y  O F  H E A L T H  A N 0  H U M A N  S E R V I C E S

W A S H I N G T O N .  Cl c. 20201

CHARTER

ADVISORY PANEL-ON THE DEVELOPMENT OF UNIFORM
NEEDS ASSESSMENT INSTRUMENT(S)

PURPOSE

The Advisory Panel on the Development of a Uniform Needs Assessment
Instrument(s)  (hereinafter referred to as the “Advisory Panel”)  directed by
Congress in the Omnibus Budget Reconciliation Act of 1986, will provide
consultation to the Secretary in developing any instrument(s) to e v a l u a t e
an individual ’s  need for post-hospital  extended care services,  home health
s e r v i c e s , and long-term care services of  a health-related or supportive
nature. The needs assessment instrument(s) shall evaluate the functional
capacity of  an individual, the nursing and other care requirements of t h e
individual to meet health care needs and to assist with functional incapa-
c i t i e s , and the social  and familial  resources available to the individual.
The functional capacity of  an individual should include a description of
the individual ’s  diagnosis and an evaluation of  the constraints on the
indiv idual ’ s  ab i l i ty  to  engage  in  act iv i t ies  o f  da i ly  l iv ing . The
instrument(s)  could be used by discharge planners,  hospitals,  nursing facil-
ities, other health care providers and fiscal intermediaries in evaluating
an individual ’s  need for post-hospital  extended care services,  home health
s e r v i c e s , and long-term care services.

AUTHORITY

42 U.S. Code 1395x note, Section 9305(h)(2) of the Omnibus Budget
Reconcil iation Act of  1986 (P.L.99-509).

The Advisory Panel is governed by the provisions of Public Law 92-463
(5 U.S. Code Appendix 2), which sets forth standards for the formation and
use of advisory committees.

FUNCTION

The Advisory Panel must report to the Secretary of Health and Human
Services and to the Administrator of the Health Care Financing
Administration (HCFA) on the instrument(s) developed.

The Advisory Panel shall  provide consultation to the Secretary in developing
a uniform needs assessment instrument(s) that--

(A)  eva luates - -

(i) the functional capacity of  an individual,

(ii> the nursing and other care requirements of the individual
to meet health care needs and to assist with functional
incapac i t ies ,  and

(iii) the social and familial resources available to the indi-
vidual  to meet those requirements; and
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(B) can be, used by discharge planners,  hospitals,  nursing facilities,
other health care providers, and fiscal intermediaries in
evaluating an individual ’s  need for post-hospital  extended care
services,  home health services, and long-term care services of a
health-related or supportive nature.

STRUCTURE

The Advisory Panel shall consist of 18 members including the Chair.
Members shall be selected by the Secretary and shall include experts in the
delivery of  post-hospital  extended care services,  home health services and
long-term care services and shall  include representatives of  hospitals,
physicians, skilled nursing facilites,  home health agencies,  long-term care
providers,  f iscal intermediaries,  Medicare beneficiaries,  and Federal agen-
cies with responsibilities relating to discharge planning.

Members shall  be invited to serve for the l i fe of  the Advisory Panel.  A
vacancy on the Advisory Panel shall be filled in the manner in which the
original appointment was made.

Management and support services shall be provided by the Health Standards
and Quality Bureau, Health Care Financing Administration.

MEETINGS

Meetings shall be held approximately three times per year at the call of
the Chair with the advance approval of a Government official, who shall
also approve the agenda. A Government official  shall  be present at all
meetings.

Meetings shall be open to the public except as determined otherwise by the
Secretary; notice of  all  meetings shall  be given to the public.

Meetings shall be conducted, and records of the proceedings kept, as
required by applicable laws and Departmental regulations.

COMPENSATION

Members who are not full-time Federal employees shall be paid at the rate
of $100 per day, plus per diem and travel expenses, in accordance with
Standard Government Travel Regulations.

~muki~ COST ESTIMATE

Estimated annual cost for operating the Advisory Panel, including compen-
sation and travel expenses for members, but excluding staff support is
$156,632. Estimate Of annual man years of staff support required is 4.0,
at an estimated annual co,st of $214,171.
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REPORTS

The Advisory Panel shall report to the Secretary in time to permit the
Secretary to issue a final report to the Congress by January 1, 1989.

The final report shall:

1. describe the instrument(s) developed; and

2. make recommendations for the appropriate use of the instrument(s),
including and evaluation of the advantages and disadvantages of
using the instrument(s) as the basis for determining whether payment
should be made for post-hospital extended care services and home
health services provided to Medicare beneficiaries.

TERYINXTION DATE

The Advisory Panel shall terminate 90 days after the date of submission of
the Secretary’s final report to Congress.

APPROVED :

MAY 4 I937
Date Otis R. Bowen,  M.D.

Secretary
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ADVISORY PANEL ON THE DEVELOPMENT OF
UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

Category

Two members representing
hospitals

Two members representing
physicians

Two members representing
skilled nursing facilities

Two members representing
home health agencies

zl
\D Two members representing

long-term hospital care

Three members representing
post-hospital care
services

One member,representing
fiscal intermediaries

Two members representing
Medicare beneficiaries

Two members selected at
the discretion of the
Agency

Panel Member

Jay C. Rudman, M.S.W., M.P.A.

Margaret D. Sovie, Ph.D., R.N.

Dennis W. Jahnigen, M.D.
Phillip M. Smith, M.D.

Mary T. Knapp, R.N., M.S.N.

William H. Thorns, B.A.

Donna A. Peters, Ph.D., R.N.
Elaine R. Williams, A.C.S.W.

Stephen K. Forer, M.A.

Gabe J. Maletta, Ph.D., M.D.

Benjamin Shimberg, Ph.D.
Agnes C. McBroom, R.N., B.S.N.

Marcia A. Orsolits, Ph.D., R.N.

James C. Sisk, M.D.

Victor Hurst, Ph.D.
Lucia DiVenere, M.A.

Constance McGregor, R.N., B.S.N
Barbara Schneider, B.S.N., M.A.

Nominating Organization

American Hospital Association and
National Association of Social Workers

American Nurses' Association and
National League for Nursing

American Medical Association
National Medical Association

National League for Nursing and
American Nurses' Association

Department of Health and Human Services

National Association for Home Care
National Association of Social Workers

National Association of Rehabilitation
Facilities

American Psychiatric Association

American Psychological Association
American Association for Continuity of

Care
Ernst & Whinney

Blue Cross and Blue Shield Association

American Association of Retired Persons
National Council of Senior Citizens

Department of Health and Human Services
Department of Health and Human Services



ADVISORYPANELBICGRAPHIES

CHAIRMAN

Jay C. Rudman

Mr. Rucbn is a hospital administrator and is presently Assistant Director of
Support Services and Chief of Clinical Social Work at UCLA Medical Center. At
the Medical Center, Mr. R&man's responsibilities include the Hme Care
Program and Continuing Care Program. His interests stem from both a clinical
involvement over the years in discharge planning and continuity of care
issues, as well as his expertise in management and operational system. Mr.
Rudman is a past president of the American Hospital Association's Society for
Hospital Social Work Directors.

PANETJMEMBERS

Lxia DiVenere

m. Divenere is presently Public Policy Advocate for the Villers Foundation in
Washington, D.C. Formerly, she was Director of Legislation for the National
Council of Senior Citizens.

Stephen K. Forer

Mr. Forer is currently the Rehabilitation Services Manager at Santa Clara
Valley Medical Center in San Jose, California, where he is responsible for
providing program direction, ccordination  and management of the 70-b&
Rehabilitation Center. His interests include management information systems,
functional assessment, program evaluation and quality assurance. He is co-
chairperson of the American Congress of Rehabilitation Medicine Task Force
that developed the Uniform Data System for Medical Rehabilitation. He has
given numerous professional and scientific presentations and has over 30
publications to his credit. Mr. Forer earned a master's degree in
Comnunity/Clinical Psychology from Pepperdine  University and a Masters of
Business Administration fran National University.
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Victor Hurst, Ph.D.

Dr. Hurst is a member of the Board of Directors of the American Association of
Retired Persons. He received his doctorate from the University of Missouri in
1948 and is merrber of the Sigma Xi honorary society.
interests include epidemiology and physiology.

His professional

Dennis W. Jahniuen, M.D.

Dr. Jahnigen is the Head of Geriatric Medicine at the Cleveland Clinic
Foundation in Cleveland, Ohio. He is a member of the American Medical
Association and an expert in the field of geriatric medicine and research.

Mary T. Knapp

Mary Knapp is Vice President of John Whitman and Associates, Inc. Geriatric
Health Care Consultants, Philadelphia, Pennsylvania. She is a certified
gerontological nurse practitioner and licensed nursing home achunistrator.
Ms. Knapp has extensive experience in caring for older adults in acute care
and skilled nursing facility settings. She has been a two-term elected member
of the Executive Cmnittee of the American Nurses' Association's Council on
Gerontological Nursing, is a current member of the Joint Ccmnission on
Accreditation of Healthcare Organizations' (JCAHO) Professional Technical
Advisory Comittee for Iong Term Care, and.has served on numerous national
comnittees  regarding post-acute care services for the elderly.

Gabe Maletta, Ph.D., M.D.

Dr. Maletta received his Ph.D. in physiology from the University of California
at Berkeley and his M.D. from Case-Western Reserve University Medical School.
A board certified psychiatrist, Dr. Maletta has authored over 65 publications
regarding cognitive and psychiatric problems in the geriatric population. As
the director of the Geriatric Research, Education and Clinical Center at the
Veteran's Administration
five-year grant from the
disease.

Medical Center in Minnesota, he-has been w&king on a
National Institutes of Health to study Alzheimer's

Acmes Celine McDrmm

Ma. McDroom is currently the director of Patient and Family Services at Valley
Presbyterian Hospital in Van Nuys, California. She has extensive knowledge of
hospital discharge planning, having worked in the discharge planning field
since 1965. Ms. McDroom is also a past president of the American Association
for Continuity of Care.

Constance McGreuor

Mrs. McGregor served on the Case Mix Advisory Board that instituted the RUGS
II Program in New York. She also served as a special consultant to the Bureau
of Long Term Care. Currently she is a Case Mix Nurse Reviewer for the
Foundation for Quality Medical Care, Inc. She is also a Comnunity  Liaison for
the New York State Senate.
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Marcia A. Orsolits, Ph.D.

Dr. Orsolits is presently Director of Nursing Research at the Cleveland Clinic
Foundation. Formerly, she was National Director of Nursing and Clinical
Consulting Services for Ernst and Whi~ey. Dr. Orsolits has been developing
uniform assessment tools since 1968 in the areas of psychiatry, patient
classification and guality monitoring. She is also a faculty mmber of Case-
Western Reserve University in Cleveland, Ohio.

Donna A. Peters, Ph.D.

Dr. Peters is currently project director for the developrrent  of hcm care
guality monitors at the National League for Nursing. Pr&+ously, she was a
program officer for the Robert Wood Johnson Foundation in Princeton, New
Jersey. Dr. Peters has anextensivebackgroundinhome  healthcare and
guality assurance and is active in many nursing professional organizations.

Barbara Schneider

I%. Schneider is an expert in the field of case management. 'She holds a B.S.
in nursing and an M.A. in health education. Currently, she is participating
in an evaluation of the pre-admission assessment program in Pennsylvania and a
pilot study regarding the adequacy of access to posthospital home care
services for Medicare beneficiaries.

Beniamin Shin&em, Ph.D.

Dr. Shim&erg is a Senior Research Scientist at Educational Testing Services in
Princeton, New Jersey. He is an active member of the American Association for
Retired Persons and contributes his time and expertise to many beneficiary
advocacy concerns.

James C. Sisk, M.D.

Dr. Sisk received his B.A. and M.D. frm Washington University in St. Imis.
A member of both Phi Beta Kappa and Sigma Xi honorary societies, Dr. Sisk has
served on several notable boards and ccmissions including the United Nations
Palestine Ccmnission (1948), the White House Fellowship Evaluation Comnission
(since 1986) and the Health Care Financing Ccannission of the St. Lmis Medical
Society.

Phillip M. Smith, M.D.

Dr. Smith is in the private practice of medicine, obstetrics and gynecology.
Dr. Smith is a past president of the Rational Medical Association as well as a
cmnissioner for the Comnission of Hospitals for the County of Los Angeles.
He was actively involved in the develomnt of the Martin Luther King Hospital
in Im Angeles, California.
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Maruaret D. Sovie, Ph.D.

Dr. Sovie is the Associate Executive Director and Director of Nursing at the
Hospital of the University of Pennsylvania and Associate Dean of the School of
Nursing and Jane Delano Professor of Nursing Administration at the University
of Pennsylvania School of Nursing. She is also a fellow in the American
Academy of Nursing; member of the American Nurses Association's Cabinet on
Nursing Services; and member of the Institute of Medicine and the Institute of
Medicine's Comnittee on "A Strategy for Quality Assurance in Medicare."

William H. Thans

Mr. Thoms is the Director of William H. Them Associates in New Ipswich, New
Hampshire. Mr. Thoms is also the long-term care coordinator for the American
Association for Retired Persons in New Hampshire. He was previously a nursing
home administrator and has had much experience with resident assessment issues
and case management.

Elaine R. Williams

m. William received a master's degree in social work from the University of
Michigan. As the regional director of the Visiting Nurses Association of
Metro Detroit, she has been actively involved in policy planning and
legislative issues. In 1986, she conducted a national survey on problems
associated with the delivery of home care social work services. Ms. Williams
has authored several works related to Medicare and home health care issues.
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APPENDIX C

Meetings of the Secretary’s Advisory Panel
on the Development of Uniform Needs

Assessment Instrument(s)
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June l-2, 1988 Hyatt Fkgency on Capital Hill
Washington, D.C.

legislative Historv of the Uniform Needs Assessment Initiative:

David Schulke, Investigator
Senate Special Cmnittee on Aging

HethFuchs, Analyst
Congressional Research Office

Overview of Discharqe Planninq Concerns: The Importance of Discharqe
Planning in Ensuring Continuity of Care and the Appropriateness of
After-Care:

Carrie Hatzis, Director, Social Work
Fairfax Hospital

Overview of Functional Assessment Issues: The Application of a Uniform
Data Svstem in Evaluatinq Patient Care and Outcomes--The  Functional
Independence Measure (FIM):

E3yron Hamilton, M.D., Ph.D.
Clinical Associate Professor of
Rehabilitation Medicine and Director
of Data Management Service for the Uniform
Data Set for Medical Rehabilitation, State
University of NW York at Buffalo

Case Studv in Tool Develoment  for Widespread Application. The New York
Experience: FUGS II and Care Croups Quality Assurance Svstem:

Don Schneider, Ph.D.
Director, Health Systems Management Program
Rensselaer Polytechnic Institute
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Aucwst 3-4, 1988 SheratonSa.ntaE&rbaraHotelandSpa
Santa Barbara, California

Critical Elements in the Assessment of the Elderly and Overview of the
University of Minnesota Post-Acute Care Studv

Robert L. Kane, M.D.
Dean, School of PublicHealth
University of Minnesota

Presentations by Panel Members:

Overview of Functional Assessment Instruments

Stephen Forer

Behavioral and Cocmitive Issues in Assessment

Gabe Maletta, Ph.D., M.D.

Measurinq FamilvandCcmum itv Resources

Jay Rudman

Assurinq Continuity and Patient/Family Self-Determination throuqh
Interdisciplinarv  Collaboration and Comnunication

Dennis Jahnigen, M.D.
Elaine Williams
Victor Hurst, Ph.D.

Assessment of Nursinq and Other Care Considerations: Discharqe Planninq
in Acute Care

Agnes McBrocm

Assessment of the Need for Care: Skilled Nursinq Facility and
Supportive Care

Assessment of the Need for Care: Home Health Care

Donna Peters, Ph.D.
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September 26-27, 1988 Sheraton Tbwson Conference
-on, Maryland

The Evaluation of a Uniform Needs Assessment Instrument:
Theoretical and Pramatic Criteria

M. Jo Namerow, Ph.D., President

Namerow and Associates

Hotel

The Role of a Uniform Needs Assessment Instrument in the Dischame
Planninq Process

Judith Trachtenberg, Director, Social Work
New York Hospital

Implications of a Uniform Needs Assessment Instrument for the
Interdisciglinarv  Team Planninq for Discharqe

Pat Hanson, President
Healthcare Management Services

Assessment Instrumnts Under Develoment for Use in Alternate Care
Settinqs:

Iono Term Care Facility Resident Assessment Instrument

Alan Friedlob, Chief, Nursing Homes Hranch
Office of Survey and Certification, Health Standards
and Quality Bureau, Health Care Financing
Administration

Home Health Functional Assessment Instrument

Sue Nonemaker, Program Analyst, Acute Care Services
Branch, Office of Survey and Certification, Health
Standards and Quality Bureau, Health Care Financing
Administration
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December 7-8, 1988 Marina International Hotel
Marina de1 Rey, California

Imlications Recmzdinu the Use of a Uniform Needs Assessment Instrument
for Monitorinq the Appropriateness of Discharqe Planninq

Kenneth Kahn, M.D., Chairman, Continuing Care Camittee
American Medical Peer Review Association

Liability Concerns AsSociated with the Uniform Needs Assessment
Instrument

Suzanne Mitchell, Staff Counsel, Hospital of the
University of Pennsylvania
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February 22-23, 1989 Hotel Intercontinental
New mleans, limisiana

Use of a Uniform Needs Assessment Instrument to Determine Eliqibility
for Posthospital Services for Medicare Beneficiaries: Medicare Coveraqe
Policy and the Role of Fiscal Intemediaries in Elisibilitv
Deteminations

Andrea Ringgold, Chief, Provider Medical Review Branch,
Office of Program Operations and Procedures, Hureau of
Program Operations, Health Care Financing
Administration

Use of Pre-admission Tools bv Providers to Predict Eliqibilitv for
Services

Vera Reublinger, Long Term Care Nurse Specialist
American Health Care Association

Joyce Ollis, Director, Home Health
Rapides General Hospital

Imolications of a Uniform Needs Assessment Instrument for
Eliqibility Determinations bv Third Party Pavers

SharonMays
United Mine Workers Health and Retirement Funds

Marilyn Cassell, Nurse Consultant Supervisor
Aetna Life and Casualty
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Julv 24-25, 1989 Washington Marriott
Washington, D.C.

Remrt on Field Review and Cmnent Process

John Feather, Ph.D.
Co-Director, Western New York Geriatric Education
Center, State University of New York at Buffalo
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EXECUTIVE SUMMARY

FIRST MEETING OF THE ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

June 1-2, 1988

0 The first meeting of the Advisory Panel on the Development of
Uniform Needs Assessment Instrument(s) was held June l-2,

. 1988, at the Hyatt Regency in Washington,
Panel was established under the authority
the Omnibus Budget Reconciliation Act of
with developing a standardized method to
hospital needs of patients.

D.C. The Advisory
of Section 9305 of
1986, and charged
evaluate the post-

0 Jay Rudman, M.S.W., M.P.A., Panel Chairman; outlined the
Congressional mandate for the Panel members and the
responsibilities of the Panel in fulfilling this mandate.

0 Beth Fuchs and David Schulke, staff members of the Senate
Special Committee on Aging who had actively worked toward
passage of the legislation as part of the Medicare Quality
Protection Act, described the e,nvironment  that shaped the
legislation, the passage of the legislation, and the concerns
of the Committee for the work 'of the Panel. Jay Rudman spoke
to recent changes in the health care delivery system that had
strengthened support for a uniform needs assessment instrument
by the health care industry.

0 Panel members. introduced themselves, described their
backgrounds and affiliations and stated their concerns
regarding the development of the assessment tool: accuracy
of patient description, provider and user needs, and potential
sources for the Panel to consider in developing the assessment
instrument.

0 Carolyn Hatzis, Director of Social Work at Fairfax Hospital
in Falls Church, Virginia, outlined the discharge planning
process and discussed several practical considerations in
planning for the care of patients after hospitalization. She
conveyed many of the interests and concerns of the hospital
discharge planning community regarding the development of a
uniform measure to assess patients' needs for care.

0 Bryon Hamilton, M.D., Ph.D., Clinical Associate Professor of
Rehabilitation Medicine, SUNY, Buffalo, School of Medicine,
addressed the Panel on issues related to the assessment of
functional capabilities of patients. He described his work
in developing the Functional Independence Measure (FIM), an
instrument used to evaluate patient care and outcomes that is
based on the Uniform Data System developed for use within the
rehabilitation industry.
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0 Don Schneider, Ph.D., Director of the Health Systems
Management Program at the Rensselaer Polytechnic Institute
School of Management, provided an overview of RUGS II, a
prospective payment case mix system developed for
reimbursement of long-term care in New York State. He pointed
out many of the difficulties encountered in designing an
instrument for widespread application.

0 Twenty-seven members of the public attended the meeting.
Members of the public participated in question and answer
sessions with the speakers and were given the opportunity to
address the Panel. Alfred Chiplin of the National Senior
Citizens' Law Center made a formal statement.

0 Otis Bowen, M.D., Secretary of the Department of Health and
Human Services, addressed the Panel members, thanking them for
participating, and stressing the importance the Department
places on ensuring a high level of care for the post-hospital
needs of patients. The Secretary was accompanied by Glenn
Hackbarth, Deputy Administrator of the Health Care Financing
Administration.

0 In Executive Session, the Panel discussed administrative
details, summarized some of the issues raised by the Panel,
speakers and members of the public, and drew up tentative
agendas for the upcoming three meetings.
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EXECUTIVE SUMMARY

SECOND MEETING OF THE ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

August 3-4, 1988

The second meeting of the Advisory Panel on the Development of
Uniform Needs Assessment Instrument(s) was held August 3-4, 1988,
at the Sheraton Santa Barbara Hotel and Spa, Santa Barbara,
California. The focus of the meeting was to begin to establish the
critical elements in a uniform needs assessment instrument to
determine post-hospital care needs for Medicare beneficiaries.' The
Panel heard presentations by members and an invited guest on
various aspects of the discharge planning assessment.

0 Robert Kane, M.D., Dean, School of Public Health, University
of Minnesota, discussed critical elements in the assessment
of the elderly. He stated that assessment instruments are
generally developed to define prognosis, chart progress or
plan care, and stressed that the Panel must establish the
primary purpose of the uniform needs assessment before
developing the instrument. Factors he considered important
to assess are the source of the patient's prior care,
functional status, mental status, motivation, and expectations
of the patient and family.

0 Dr. Kane also described the University of Minnesota's Post-
Acute Care Study. The study examines variations in post-
hospital care careers and identifies the factors that affect
the type and amount.of post-hospital care patients receive.
The study also looks at the level of functioning and
independence experienced by patients six months post-
hospitalization to assess the relative effectiveness of
alternative modalities for similar groups of patients.

0 Stephen Forer, M.A., presented an overview of functional
assessment instruments. Functional status is generally
defined and assessed as competence and independence in
activities of daily living, mobility, communication and
psychosocial adjustment. Mr. Forer discussed methodological
and conceptual issues in constructing and using functional
assessment instruments and illustrated these issues with
sample instruments.

0 Gabe Maletta, Ph.D., M.D., addressed the Panel on behavioral
and cognitive issues in the assessment of the geriatric
population. He outlined many of the issues related to the
definition and diagnosis of mental health problems found
commonly in the elderly.

0 Jay Rudman, M.S.W., M.P.A., spoke on the topic of measuring
family and community resources. He utilized the concept of
membership to structure recommendations for the assessment of
supports available to the patient and presented several



examples of instruments to measure social supports that are
currently in use.

0 Dennis Jahnigen, M.D., acted as moderator for a discussion of
the need to assure continuity and patient/family self-
determination through interdisciplinary collaboration and
communication. Dr. Jahnigen described a process used to
individualize health <care decisions that begins with an
assessment of the patient's value system and objectives for
care. Elaine Williams, A.C.S.W., discussed barriers that
currently inhibit self-determination and interdisciplinary
coordination and result in gaps or duplication of services.
Victor Hurst, Ph.D., presented the perspective of the
beneficiary and called for the inclusion of patient and family
preferences and desires in the discharge planning assessment.

0 Agnes McBroom, R.N., B.S.N., detailed nursing and other care
considerations assessed by the discharge planner in acute
care. She categorized areas of assessment according to
social, functional and clinical needs, and described numerous
examples of items generally included in the assessment phase
of discharge planning.

0 Mary Knapp, R.N., M.S.N., discussed the assessment of the need
for care from the perspective of skilled nursing and
supportive care. She outlined the various types of post-
hospital care available to patients and identified factors
that may indicate a need for such care.

0 Donna Peters, R.N., Ph.D., proposed that the characteristics
and care needs of patients receiving home health care are so
diverse that the goals of the patient and clinicians involved
in discharge planning must be the driving force of the
assessment. She presented a construct used to organize
information regarding nursing care needs for the patient
entering into the home health care system. The construct is
based on a nursing model and collects information in the
domains of environmental, psychosocial, physiological and
health behaviors.

0 Correspondence received from the public was reviewed, and
examples of numerous instruments developed to assess the needs
of patients were presented.

0 Darrell Floyd, Manager, Human Resources, Planning and
Staffing, University of California at Los Angeles Medical
Center, led the Panel through a Nominal Group Technique
exercise to identify critical elements for inclusion in a
uniform needs assessment instrument. Panel members were asked
to include measures of functional capacity, nursing and other
care needs and family and community resources. A preliminary
list of 105 items was developed; items were then clarified and
Panel members were asked to prioritize items. The items
receiving a priority ranking will be defined and criterion
statements will be developed for review at a future meeting.
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EXECUTIVE SUMMARY

THIRD MEETING OF THE ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

September 26-27, 1988

The third meeting of the Advisory Panel on the Development of
Uniform Needs Assessment Instrument(s) was held September 26-27,
1988, at the Sheraton Towson Conference Hotel,' Towson, Maryland.
The focus of the meeting was to continue deliberations regarding
the items to be included in a uniform needs assessment instrument
to determine post-hospital care needs for Medicare beneficiaries
and to address issues related to the implementation of the proposed
instrument.

0 The Panel reviewed their progress to date and the plan to
accomplish the remainder of their charge to develop
recommendations for the Secretary of the Department of Health
and Human Services.

0 Chairman Jay Rudman presented a framework for the assessment
instrument that encompassed the categories and reflected the
process used ’ clinical
posthospital care':eeds.

decision-making regarding
The flow of the data to be collected

under the proposed assessment was as follows:
sociodemographics; health status; functional status;
environment; social support; professional care needs;
community services; and patient/family values and preferences.

0 The Panel reviewed preliminary content under the areas of
physical and mental health status, functional assessment,
social support and patient/family decision-making in terms of
items for possible inclusion, suggested language and
definition statements. Recommendations for continued work
were made.

0 Members of the public were given the opportunity to comment
on the Panel's preliminary work in establishing the
instrument's content.

0 Deliberations shifted to issues surrounding operational
concerns regarding the use of a uniform needs assessment
instrument. Invited speakers addressed topics related to the
implementation of a uniform needs assessment instrument.

0 M. Jo Namerow, R.N., Ph.D., outlined theoretical and pragmatic
criteria to consider in evaluating an instrument for
reliability and validity. Her presentation assisted the Panel
in making recommendations for the evaluation of the proposed
instrument that called for review by clinical experts and
interested organizations/associations as well as field
testing.
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0 Methodological issues associated with the development of the
instrument, such as, the measurement of variables, source of
assessment data, and the timing of the assessment, were
discussed.

0 Judith Trachtenberg, A.C.S.W., discussed  the role of a uniform
needs assessment instrument as a component of a larger
discharge planning system. By sharing her experiences with
similar State requirements and analyzing the impact of a
uniform needs assessment instrument on institutions from an
operational standpoint, she projected possible implications
for the hospital industry should a uniform needs assessment
instrument be mandated.

0 Patricia Hanson, R.N., spoke about the use of the proposed
assessment instrument by the interdisciplinary team
responsible for assessing continuing care needs. She stressed
the need to develop an instrument that is concise and user-
friendly. She advised the Panel to consider a means to
incorporate data already being collected by professionals
involved in direct care. This would minimize duplication of
efforts and also insure that all patients receive necessary
and appropriate discharge planning.

0 Alan Friedlob and Sue Nonemaker provided an overview of
assessment instruments under development by the Health Care
Financing Administration. The projects are related to the
work of the Panel because they incorporate outcome-oriented
measures based upon the functional status of patients and they
are geared to ensuring the quality of care provided to
Medicare beneficiaries.

0 Mr. Friedlob reported on the Nursing Facility Resident
Assessment Instrument mandated by the Omnibus Budget
Reconciliation Act of 1987 (OBRA '87). An instrument is being
developed for the assessment of patients in long term care
facilities that encompasses a minimum data set to be specified
by the Secretary of Health and Human Services. All nursing
home residents in Medicare/Medicaid participating long term
care facilities would be assessed on admission and during
specified intervals thereafter. Assessment findings would
serve as the basis for the resident's plan of care and also
facilitate an outcome-oriented approach to surveying the
quality of care in nursing homes.

0 Ms. Nonemaker summarized another initiative from OBRA 87 that
concerns the Medicare survey and certification process for
home health agencies. An instrument is being developed for
use by Medicare surveyors to assess the quality of care
provided to home health patients. The proposed instrument
will aid the surveyor in determining whether the quality and
scope of items and services furnished by the agency attained
and maintained the highest possible functional capacity of the
patient.
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0 The Panel also discussed the following issues related to the
implementation of a uniform needs assessment instrument:
resource commitments required to use the instrument; the
population to which the instrument would be administered; the
possible development of multiple instruments for use with
specialty populations or alternate care settings; the
relationship of the proposed instrument to internal and
external assessment instruments currently in use; and concerns
regarding the qualifications and accountability of
professionals involved in the assessment process.
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EXECUTIVE SUMMARY

FOURTH MEETING OF THE ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

December 7-8, 1988

The fourth meeting of the Advisory Panel on the Development of
Uniform Needs Assessment Instrument(s) was held December 7-8, 1988,
at the Marina International Hotel, Marina de1 Rey, California. The
focus of the meeting was to continue deliberations on the content
of the assessment instrument and recommendations for its use. The
Panel also heard presentations by invited guests on quality
assurance and liability issues associated with the uniform needs
assessment initiative.

0 The Panel reviewed its progress to date and the plan to
accomplish the remainder of its charge to develop a uniform
needs assessment instrument for the Secretary of Health and
Human Services. HCFA Project Officer Sue Nonemaker reviewed
the process used to develop a draft assessment instrument.

0 Chairman Jay Rudman presented the draft assessment instrument.
The draft instrument was developed to reflect the process and
encompass the categories commonly assessed in the clinical
setting to determine post-hospital care needs. The draft
instrument included the following categories for data
collection: sociodemographics; health status (physical and
mental); functional status; environmental barriers to post-
hospital care; family and community resources; nursing and
other care requirements; and patient/family values and
preferences.

0 The Panel critiqued each category of the draft instrument.
Deliberations focused on the need to include individual items
and the optimal language by which to measure each item.
Revisions were approved within each of the categories.

0 The categories of functional status and nursing and other
requirements were referred to subcommittees for further
refinement. It was decided that the revised draft of the
instrument would be circulated to the Panel prior to the next
meeting.

0 Members of the public were given the opportunity to comment
on the Panel's work to date and the draft instrument under
review. Harry Bryan, Director of the American Hospital
Association's Society for Hospital Social Work Directors;
Maureen Norton, HOMEDCO; and Burton Silverstein, Marianjoy
Rehabilitation Center, addressed the Panel.

0 Incorporating discussion from previous meetings, the Panel
deliberated key decision points regarding the use of the
uniform-needs assessment instrument. The Panel arrived at
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consensus on several recommendations regarding the following
areas: qualifications and preparation of. the assessor; the
need for training and other methods by which to ensure uniform
use of the instrument; the timing of the assessment; the
population to which the instrument should be administered; the
use of the instrument in non-acute care settings; and the
coordination of data elements to minimize duplication of
information contained on internal and external assessment
tools.

0 Kenneth Kahn, M.D., Chairman of the American Medical Peer
Review Association's Continuing Care Committee, addressed the
Panel on the impact of a uniform needs assessment instrument
on the Peer Review Organizations' (PRO) ability to monitor the
appropriateness of discharge planning and the assessment of
continuing care needs. He shared his thoughts regarding the
draft instrument and suggested items that would facilitate the
work of the PROS should they be required to review assessment
findings for quality assurance purposes.

0 Suzanne Mitchell, J.D., provided a brief overview of liability
issues related to discharge planning and addressed liability
concerns associated with the uniform needs assessment
instrument. Specifically, she discussed the effect of a
uniform needs assessment instrument on the liability of
institutions and clinicians involved in the .assessment
process. She also addressed the legal implications of patient
attestation on the assessment form and whether recommending
a patient attestation process would be prudent.

0 The meeting concluded with a discussion of the proposed
content and format of the fifth and sixth meetings.
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EXECUTIVE SUMMARY

FIFTH MEETING OF THE ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

February 22-23, 1989

The fifth meeting of the Advisory Panel on the Development  of
Uniform Needs Assessment Instrument(s) was held February 22-23
1989, at the Hotel Intercontinental, New Orleans 'Louisiana. Th;
agenda for the meeting called for continuatioi of the process
necessary to develop the needs assessment instrument. An
additional focus for the deliberations was
advantages

on evaluating the
and disadvantages of using the instrument for

determining whether payment should be made for post-hospital
services provided to Medicare beneficiaries, as required by the
Panel's charter.

0 In Executive Session, the Panel revisited the issue of patient
participation in the needs assessment process. The Panel
conducted an exercise designed to facilitate a solution to the
previously unresolved issue of patient attestation on the
needs assessment form. There was a decision to recommend use
of a separate form for the patient's/patient representative's
signature, attesting that they had participated in the
process.

0 Chairman Jay Rudman reviewed correspondence to the Panel. He
also outlined a meeting held with Thomas Morford, Director of
the Health Care Financing Administration's (HCFA) Health
Standards and Quality Bureau. Mr. Rudman reported that Mr.
Morford had agreed to conduct a period of review and comment
on the draft instrument by experts in the health services
delivery field on behalf of the Panel.

0 The revised draft instrument, which incorporated changes
approved during the previous meeting, was reviewed. Revisions
were approved under the categories of "mental health status,"
"nursing and other care requirements" and "functional status .I’

0 The need for additional changes in the draft instrument was
discussed, with responsibility for drafting modifications
delegated to several members of the Panel. The Chairman
established a schedule by which all Panel members would
provide additional changes to categories not addressed during
the meeting. Necessary changes would be incorporated and the
draft instrument would then be typeset prior to review by the
field.

0 The Panel reviewed and approved several recommendations
regarding the use of the instrument. Areas of discussion
included the use of the instrument in non-acute care settings,
the development of a method for establishing accountability
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for the performance and reliability of the assessment data,
and the development of testing and evaluation methodology.

0 Members of the public were given the opportunity to comment
on the draft instrument and the Panel's work to date.
Testimony was given by: Andrew Dibner, Ph.D., Lifeline, Inc.;
Carol Gwin, American Occupational Therapy Association; Thomas
Granatir, American Hospital Association; Donna Teague,
American Nurses' Association; Jamie Boggs, Louisiana State
Nurses' Association; Chris Sautter, American Association for
Continuity of Care; and Andrea McTeague, HOMEDCO.

0 The Panel heard a number of presentations from speakers
invited to address the potential use-of the instrument for
determinations of eligibility for Medicare-covered services.
Andrea Ringgold, Chief of the Provider Medical Review Branch
of HCFA's Bureau of Program Operations, presented an overview
of Medicare coverage policy and discussed the role of the
fiscal intermediary in eligibility determinations.

0 Organizations representing the concerns of skilled nursing
facilities and home health agencies were asked to address the
usefulness of pre-admission tools by providers to predict
eligibility for services. Vera Reublinger, Long Term Care
Nurse Specialist, American Health Care Association, critiqued
the draft instrument in terms of its usefulness to long term
care providers. Joyce Ollis, Director of Home Health at
Louisiana's Rapides General Hospital, spoke on behalf of the
National Association for Home Care.

0 Representatives of third party payers were also asked to
discuss the implications of a uniform needs assessment
instrument for their organizations. Speakers included Marilyn
Cassell, Nurse Consultant Supervisor for Aetna Life-Casualty,
and Sharon Mays, Account Executive for U.S. Administrators.
MS Mays oversees the administration of benefits for retired
miners covered under the United Mine Workers Health and
Retirement Funds.

0 Ms. Cassell and Ms. Mays reviewed medical necessity criteria
for post-hospital services and presented overviews of the
process by which decisions, for coverage of services are made
for their respective programs. They also critiqued the draft
instrument in terms of its utility for decisions regarding
coverage for post-hospital extended care services.

0 The Panel focused their evaluation of the potential utility
of the needs assessment instrument for eligibility
determinations according to several areas. They examined the
types of information that are needed to make a determination
regarding skilled nursing facility or home health services
under the Medicare program and then reviewed items that would
need to be added to the needs assessmen,t  instrument for it to
be of use to fiscal intermediaries and/or third party payers.
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0 The Panel also discussed the potential contribution to the
process of eligibility determination that could be made by
the needs assessment instrument and whether it should be used
as a vehicle to determine payment for services provided to
Medicare beneficiaries.

0 The Panel reaffirmed that an effort had- been made to have
assessment items be consistent with Medicare eligibility
criteria and felt that it may be possible to use assessment
data as supporting documentation for eligibility
determinations. However, the sense of the Panel was that the
uniform needs assessment should not be the primary source of
information for eligibility determinations, believing that the
integrity of the assessment would be compromised should
reimbursement issues supersede the clinical focus necessary
for an accurate assessment of continuing care needs.

0 Positive factors that may result from using the instrument to
supplement information provided to fiscal intermediaries
include the provision of a more complete picture of patient
care needs and an improvement in the consistency of the
determination process.
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SIXTH AND FINAL MEETING OF THE ADVISORY PANEL ON THE
DEVELOPMENT OF UNIFORM NEEDS ASSESSMENT INSTRUMENT(S)

July 24-25, 1989

The sixth and final meeting of the Advisory Panel on the
Development of Uniform Needs.Assessment  Instrument(s) was held July
24-25,  1989, at the Washington Marriott, Washington, D.C. The
agenda for the meeting called for a review of the responses
generated during a period of informal field review and comment on
the Panel's preliminary recommendations. The Panel's discussion
focused on the refinement of the draft needs assessment instrument
and recommendations for its use.

0 In Executive Session prior to beginning the public portion of
the meeting, Panel members reviewed the plan to complete their
recommendations and discussed the process by which they would
report to the Secretary of Health and Human Services.

0 In calling the final meeting to order, Chairman Jay Rudman
recapped the Panel's desire to conduct a period of informal
review and comment by experts in the health care community
prior to formulating final recommendations to the Secretary.

0 The draft needs assessment instrument and recommendations for
its use had been circulated to 261 potential respondents who
included national associations, content experts with wide
ranging expertise and a stratified random sample of providers
of hospital, skilled nursing and home health care. HCFA had
contracted with John Feather, Ph.D., to perform an analysis
of the comments.

0 Dr. Feather presented an overview of his analysis, based upon
an extensive summary he had prepared for the Panel. He
organized the concerns of respondents around five major
themes: the purpose of the needs assessment instrument,
issues related to patient participation and rights,
coordination with other State and Federal forms,
qualifications and training needed by the assessor, and the
time and cost of implementing the instrument.

0 Dr. Feather also critiqued the content of the needs assessment
instrument. The field's review had generated many suggestions
for adding, deleting or revising items on the instrument.
However, there was no clear consensus among respondents other
than a general suggestion that many items required additional
space for documentation.

0 Members of the public were given the opportunity to comment
on the draft instrument and the Panel's work to date. The
following provided testimony: Thomas Granatir, American
Hospital Association; Maureen Norton, HOMEDCO; Carolyn
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Hatzis, Fairfax Hospital; Marilyn Burlenski, American
Association for Continuity of Care; Harold Pincus, M.D.,
American Psychiatric Association; Sandra Butcher, George
Washington University Medical Center; Steven White, Ph.D.,
American Speech-Language-Hearing Association; Harry Bryan,
American Hospital Association's Society for Hospital Social
Work Directors; and Carol Gwin, American Occupational Therapy
Association.

0 The Panel discussed numerous recommendations regarding the use
of the instrument and adopted motions to clarify the purpose
of the instrument, the process for performing the needs
assessment, the need to compensate providers for the cost of
performing the assessment and the timing of the assessment.
These recommendations regarding the use of the instrumentwill
be added to those previously approved by the Panel for
submission to the Secretary.

0 Using suggestions generated during the period of field review,
the Panel considered motions to revise the draft needs
assessment instrument. The Panel adopted revisions in each
section of the instrument, with several changes made to
clarify the intent of items being assessed and facilitate the
use of the form.

0 Substantive revisions were adopted in the functional status
and summary sections of the instrument. The functional status
rating scale was simplified to incorporate a four point scale:
"independent," "minimal assistance" (includes supervision,
verbal cueing or minimal physical assistance), "moderate
assistance" and "dependent." Items to assess a patient's
ability to communicate from a functional perspective were also
added to this section.

0 The Panel deliberated the intent of the summary section,
questioning whether it was to summarize the needs assessment
or develop a plan for continuing care. The Panel believed
that the development of a discharge plan went beyond the
mandate to assess needs for continuing care. Revisions were
made to allow for a summary that would identify options for
care based on the needs of the patient.

0 Because of the full agenda for the meeting, the Panel did not
consider preliminary chapters of their report to the
Secretary. A plan to complete the revisions to the draft
instrument and the Panel's report was discussed.

0 Acting Health Care Financing Administration (HCFA)
Administrator Louis B. Hays praised the efforts of the Panel
members and congratulated them on the successful completion
of their charge.

0 Wayne Smith, Ph.D., Director of Survey and Certification for
HCFA's Health Standards and Quality Bureau, thanked the Panel
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members for their tremendous contribution to the uniform needs
assessment initiative. He presented them with Bureau
Director's Citations as an acknowledgement of HCFA's
appreciation of their efforts.

0 Chairman Rudman adjourned the final meeting of the Advisory
Panel after saluting the efforts of members and HCFA Project
Officer Sue Nonemaker. He expressed his heartfelt thanks for
their cooperation and enthusiasm.
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Analysis of HCFA-Solicited Comments on the Draft of the

UNIFORM NEEDS ASSESSMENT

INSTRUMENT

Contractor Identification: This analysis and summary of HCFA-solicited comments
to the draft of the Uniform Needs Assessment Instrument was carried out by John
Feather, Ph.D., Director of the Western New York Geriatric Education Center, State
University of New York at Buffalo. Sue Nonemaker, R.N., M.S., was the Project Officer
for HCFA, and provided a great deal of assistance and important suggestions.
Additional assistance was provided by Patricia O’Hare, R.N., M.S., Dr.P.H., of the
Georgetown University School of Nursing, and Patricia C. Hanson, R.N., President of
Healthcare Management Services of Minneapolis, Minnesota.

Methodological Overview: The Health Care Financing Administration (HCFA)
solicited comments on the draft of the Uniform Needs Assessment Instrument through
a letter dated April 13, 1989, from Wayne Smith, Ph.D., Director, Office of Survey and
Certification, Health Standards and Quality Bureau. The letter was sent with a packet
of materials that included a copy of the draft instrument, definitions and instructions for
assessment of functional status, recommendations from the Panel on the use of the
instrument, a background statement on the instrument, and instructions for preparing
comments.

The instructions for preparing comments requested that responses be
structured according to three areas: provider prospectives; beneficiary perspectives;
and fiscal intermediary perspectives. All respondents were asked to review the draft
instrument for content validity. Additionally, providers were asked to critique the
instrument in terms of its application in the clinical setting and the administrative
process that would be required to coordinate and manage completion of the form.
Respondents representing the concerns of beneficiaries were asked to analyze the
instrument in terms of its capacity to allow the patient to participate in the assessment
process to the extent that he or she desires. Fiscal intermediaries were asked to
address whether information needed for coverage determinations (i.e., medical
necessity criteria) would be captured on the instrument and what type of administrative
process would be necessary to utilize data for coverage determination. Respondents
were asked to be specific and constructive in their comments.

Responses were solicited from 261 individuals and organizations, including 49
associations, 62 specialists and other content experts, and stratified random samples
of 100 hospitals, 25 skilled nursing facilities, and 25 home health agencies. The
following variables were used to stratify the random samples: geographic location;
size; urban, rural, or teaching status; specialty status (psychiatric, rehabilitation,
children’s, military, Veterans Administration); and ownership status. The hospital
sample.was  derived from the American Hospital Association membership data, which
includes hospitals accredited by the Joint Commission on the Accreditation of
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Healthcare Organizations and hospitals certified under the Medicare Conditions of
Participation. The samples of skilled nursing facilities and home health agencies were
obtained from HCFA files of certified providers.

Responses were received from 25 associations, 27 individual specialists, 28
hospitals, no skilled nursing facilities, and 3 home health agencies. In addition, 21
comments not directly solicited by HCFA were received. The lack of response from
skilled nursing facilities and home health care agencies is a cause for concern,
although some associations and individual content experts representing these groups
are represented. If the instrument is to be used by non-hospital facilities, further
comment may be needed during another period of comment on the Panel’s final
instrument or during a field testing phase.

Throughout this report, the draft Uniform Needs Assessment Instrument is
referred to as “the instrument” to distinguish it from other federal forms discussed by
respondents.

Overview of Comments: Most respondents complimented the Panel on its hard
work and the comprehensiveness of the draft instrument, feeling that the Panel has
done a good job in meeting the mandate of the Congressional legislation.

A summary such as this fails to give a true sense of the richness and diversity of
the comments and suggestions. The respondents devoted a great deal of effort under
a tight deadline in order to give the Panel a sense of how the instrument would help or
hinder their work in providing service to or advocating for Medicare beneficiaries.

This report, which lists comments and criticisms sequentially, inevitably gives
the false impression of overwhelming opposition to the instrument, since each item is
extensively critiqued. It is important to remember that in most cases, respondents
discussed only the few items that were of particular interest to them. The other
sections were either not discussed or considered to be adequate as they stood.

Since few respondents commented on all of the questions or followed the
outline given in the instructions, it is not possible to provide an numerical analysis of
the responses. Throughout the report, the numbers of respondents commenting on a
particular point are given.

This report is divided into two sections, the first containing general themes
running throughout the comments, followed by item analysis of each section of the
instrument.

GENERAL THEMES

The general themes raised by the respondents have been the focus of
discussion in previous Panel meetings. They are listed here in order of the frequency
of mention.
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Purpose of the Instrument

The most common concern of the respondents was the purpose of the.
instrument. Positively, most thought it could be used effectively as a tool to evaluate
posthospital discharge needs for continuing care, which is the stated goal of its
development. Negatively, respondents expressed both anxiety and confusion over
the other uses to which. the instrument would be put, reflecting perhaps the ambiguity
of the original legislative mandate. The concern was both stated explicitly and implicit
in the confusion found in some respondents’ assumptions as to the goals.

The large majority of respondents felt the instrument would meet the explicit
goal of the assessment. As stated in “Background Regarding the Uniform Needs
Assessment Initiative” sent to respondents;

OBRA specified that the needs assessment instrument must include
measures to evaluate the needs of the individual in terms of functional
capacities, and the nursing and other care requirements necessary to meet
health care needs or assist the patient in living with functional incapacities.
The instrument must also evaluate the social and familial supports
available to the individual to meet their needs.

The instrument was to be developed for potential use by discharge
planners, hospitals, nursing facilities, home health agencies and other
health care providers and fiscal intermediaries. Providers should be able to
use the instrument to evaluate the post-discharge needs for continuing
care.

Respondents agreed that the instrument was comprehensive, and contained most or
all of the information necessaiy  to determine continuing care needs. Many suggested
specific items to be changed or added, and this information is found below in the item
analysis section of this report.

However, respondents did not necessarily agree that the instrument would be
useful or improve the quality of the discharge planning process. Concerns focused on:

*duplication of information required by other forms currently required for
payment determination;

*amount of additional time and cost that would be required to complete the
instrument;

*patient involvement ; and,
*potential use as a tool for decisions regarding whether payment would be

made for services provided to Medicare beneficiaries.

Each of these concerns will be addressed separately below.

Many of those critical of the instrument focused on its potential as a way of
determining payment for Medicare services. As stated in the “Background” document:
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The Secretary’s report to the Congress on the needs assessment
instrument must also include an evaluation of the advantages and
disadvantages of using the instrument to determine whether payment
should be made for posthospital extended care services and home health
services provided to Medicare beneficiaries.

Some felt that the instrument had sufficient information to be used for this purpose, and
others felt it did not. Most of the discussion, however, focused on whether the
instrument should be used in this manner. Those who felt that it should, discussed the
advantage of using a single form to consolidate information and replace the many
forms presently required for payment determination. Some of these respondents
assumed that such a consolidation was the purpose of the new instrument.

Those who opposed its use for payment determination did so on a variety of
grounds. Some felt the instrument did not contain all the information that would be
necessary to replace the other forms, and pointed to a lack of specific information
about the physician’s plan of care in particular. Some had the suspicion that the
instrument could be used to make qualification for Medicare long term care services
even more difficult by collecting more information that could be used as an “excuse” to
exclude beneficiaries. Some were concerned that, whatever the stated intention of
HCFA, the instrument would in fact be used by the Peer Review Organizations to
determine eligibility for benefits, with the result being that an even greater number of
patients would be denied access to services.

Whether or not the instrument is used for payment decisions, a number of
respondents commented on the lack of a clear relationship between the patient needs
identified by the assessment and the decision on posthospital care. As one
respondent stated the concern: “The basic premise underlying the document’s
structure is that the discharge planning process is strictly inductive; an assessment of
needs leads to a statement of service options which is matched to community
resources.” The assumption is that once the “facts” have been gathered, the decision
will be clear. Some suggested the use of a scoring system to arrive at a final
determination of the appropriate posthospital setting for care.

In a similar vein, some respondents wondered why the instrument has no
“algorithm” or scoring mechanism to arrive at a final “score” that would lead to a
decision on posthospital care. These respondents were generally those who thought
the purpose of the instrument was payment determination for posthospital services.
Without such a scoring system, it was unclear to these respondents how the form
would be used.

In summary, the lack of clarity in the Panel’s legislative mandate on the
purpose of the Uniform Needs Assessment Instrument was reflected in the
respondents’ confusion regarding the purpose of the needs assessment initiative.
Beneath some of the criticisms was the fear that, while the instrument is being
discussed as an assessment of continuing care needs, its “real” purpose is to provide
HCFA with more information to deny payments. In addition, there is the fear that this
massive new document will “drop from the sky” on top of health care providers
unexpectedly, without sufficient warning or input. Recent experience with other
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regulation has heightened this concern. These comments reflect the problem, already
evident to the Panel through its public hearings, that no “research tool” is developed in
the abstract, and that its implications and suspected motives will be carefully
scrutinized.

Patient Participation and Rights

The degree to which beneficiaries and their families should participate in the
Uniform Needs Assessment process was the second most common area of interest.
Many responded to the general issue of patient involvement in assessment, and
others commented specifically on the “Patient Attestation of Participation” form that the
Panel proposed be signed by the patient or representative to attest to his or her
involvement in the proces’s.

Many respondents expressed concern with the confidentiality of patient
information being collected by the instrument. If the purpose of the instrument is to
ensure continuity of care, then it would make sense to send the information to the long
term care providers to whom the patient is being referred. However, confidentiality is
more difficult to assure if multiple organizations are involved, and there was concern
that long term care agencies could use the information (especially demographics such
as race or education) to refuse access to a qualified beneficiary.

Several respondents thought some of the questions were (or would be
perceived by patients as) an invasion of privacy. One continuity of care professional
organization “field tested” the instrument and had this response from patients. As will
be discussed below in the item analysis, the questions in Sections VI (Family and
Community Support) and VII (Patient/Family Goals and Preferences) were particularly
sensitive, since they. may reveal the unwillingness of family members to care for the
patient. In addition, it was unclear how this information would be used once it is
collected. Many also felt that the amount of space given to these sections was
completely inadequate.

Advocacy groups in particular were concerned that this instrument would be
used to develop and present to patients their “one and only” choice for continuing care
services. The use of this official, complex, and somewhat intimidating instrument might
lead patients to believe that the discharge planner’s recommendation was the “best
and final offer,” and that to object would mean receiving no services at all. These
advocates remind the Panel that the final decision on continuing care is always the
patients.

Some commented on the “Patient Attestation of Participation” form itself. While
the majority of respondents either liked the idea of a patient attestation form, or
seemed to assume that it was required by Medicare regulations, comments ranged
widely. At one extreme, a few respondents felt that the attestation form implied
professional misconduct on the part of hospital staff, and at the other, one respondent
wanted each question on the entire instrument discussed with the patient before the
attestation was signed.
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Many were unsure of the usefulness of the attestation form in its present
wording. Patients are simply saying that they “have been consulted/have participated
in the needs assessment.” What do these terms mean? One beneficiary group felt
that the patient should sign a summary of the discharge plan based on the
assessment, or at least in Section VIII (Summary of Assessment of Needs for
Continuing Care), rather than just attest that he or she was consulted. The
consequences of signing and not signing the form are also not clear. If the patient was
consulted but disagrees with the recommendation for continuing care services, should
they sign?

A few opposed the attestation process entirely, even in its current limited form,
feeling (in the words of one respondent) that it is “cumbersome, inappropriate, and
implying unethical behavior.” This point of view was expressed by very few, however.

In summary, many respondents commented on the general issue of the patient
rights implications of the assessment, as well as on the specific patient attestation
included in the draft. The majority felt that patient participation was essential, but
questioned whether the current instrument adequately addresses this need.

Coordination with Other Forms

Coordinating the Uniform Needs Assessment Instrument with other required
forms was a major concern of respondents. Indeed, a number assumed that the
purpose of the instrument was to merge all Medicare forms for long term care payment
determination into this one instrument. There was opposition to the use of the
instrument if its sole purpose was to collect information on continuing care needs with
no coordination with other forms.

In addition to replacing other forms, many respondents ,raised  the importance of
making the needs assessment instrument consistent with existing federal forms, and
gave a number of specific examples, including:

*the new HCFA Mental Retardation/Mental Illness Preadmission Screening and
Annual Resident Review (PASARR) form

l HCFA Forms 485,486, 487 for home care
*the new Minimum Data Set for Nursing Facilities
*Medicare speech-language pathology guidelines
*Medicare discharge planning regulations (OBRA 1986)

A number of comments pointed out that some questions did not use current Medicare-
mandated terminology. These are specified in the item analysis below.

Concern for coordinating the new instrument with existing forms is one area in
which the confusion over the the purpose of the whole Uniform Needs Assessment
initiative was most apparent. If the purpose is to develop a comprehensive instrument
that can replace forms currently required for payment determination, then other
questions need to be added in certain areas. If the purpose is to collect information on
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continuing care needs in a uniform fashion nationally, then many are concerned with
the additional paperwork. The administrative and resource requirements of the
instrument are considered in more detail below (“Time and Cost of the Instrument”).

Qualifications and Training of the Assessor

The “Recommendations Regarding the Use of the Needs Assessment
Instrument” prepared by the Panel and sent to all respondents state:

Performance of the uniform needs assessment should be conducted by
qualified and trained personnel without restriction to a professional group
or discipline. Such personnel should be under the supervision of a
registered nurse, social worker or other qualified personnel. Each health
care setting would designate those individuals responsible for
coordinating input and completing the assessment.

The comments on this issue once again reflected some confusion on the purpose of
the instrument. In this case, the confusion pertained to whether the instrument was
intended as a compilation of information already found in the patient’s chart, or would
require a complete new assessment by an interdisciplinary team.

Among those who felt the instrument was a compilation of information already
collected during the course of treatment in an acute care setting, respondents differed
on whether or not they routinely collected all the information needed to complete the
instrument. Those that did not currently collect the information at the required level of
detail were concerned about the time that would be needed to complete the
instrument.

Among those who assumed that the instrument was to be used as the basis of a
new assessment, there was concern at the number of individuals and disciplines that
would be required to participate in the process. A number of discipline-specific
professional organizations responded that members of their discipline were solely
qualified to answer specific questions on the instrument relevant to their discipline.
The number of individuals involved in the process would be large, and would need to
be coordinated. There was, however, no clear consensus on who should be
responsible for coordinating the process.

One professionaforganization  of therapists raised an issue that is potentially
important for the name of the instrument. Their contention was that, in many states,
only licensed members of a discipline can perform an action termed an “assessment”
in that discipline. By calling the instrument the Uniform Needs Assessment, HCFA
may imply that all relevant disciplines must be involved in each assessment. This
needs further investigation and clarification.

Most respondents, however, felt that nursing and social work, the disciplines
currently most linked to discharge planning, were the most appropriate personnel to fill
out the instrument. However, a number indicated the need for more systematic
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collection of information on the physician’s plan of care, so that the continuing care
options did not conflict with what the physician may have ordered for the patient.

Many respondents were concerned about the training of assessors and the
manual for the instrument. While proposed by the Panel to ensure consistent
application of the instrument, they have yet to be developed. Some felt uneasy about
rating the usefulness of the instrument, since so much of its practicality depends on
these factors.

Several facilities indicated their willingness to act as sites for field testing of the
instrument.

Time and Cost of the Instrument

Many respondents were concerned about the amount of time needed to
complete the instrument, and the number of staff required. A number made estimates
of the time required to complete the instrument, and some actually tried using it with
their patients.

The estimates of time needed to complete the instrument varied, once again,
according to whether the respondent saw the instrument as a compilation of previously
collected data or a new assessment. Those who viewed it as a compilation estimated
the time for completion between 15 minutes and l-1/2 hour, with an average estimate
of about 45 minutes per patient. Those who felt it was a new assessment estimated
between 1 hour and 5 hours per patient, with an average of about l-1/2 hour.

Several respondents estimated the cost of using the instrument for their facility.
Interestingly, few respondents categorized patients by whether they were “high risk” or
not, even though the “Recommendations Regarding the Use of the Needs Assessment
Instrument” stated that the instrument is to be used for high risk patients only.
Projected cost factors were generally based on all Medicare patients for the facility.

The following examples give a sense of the range of estimates given by respondents:

*a 700 bed university teaching hospital estimated that 11.5% of its 26,000
annual discharges, or 3,023 patients, are Medicare patients needing
rehabilitation, nursing home, or home care. Assuming an average completion
time of two hours per patient, this would require 6,046 hours of labor and add
2.9 full-time equivalents to the discharge planning workload, at a cost of
$125,860 annually or $41.63 per discharge. This would not include the cost of
evaluating patients who die or decide to go home without services.

*a continuity of care professional organization had several of its members field
test the instrument, and they found that the completion of the form took thirty to
forty-five minutes after  all the data had been collected

*a 300 bed community hospital estimated that the instrument would require
thirty minutes to transcribe once all the information was available. Based on a
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census of 55% Medicare patients, or 5,400
2,700 hours annually to complete the form.
would cost $41,850 a year, or 1 -l/2 FTE, with
and supplies.

patients annually, it would take
At a rate of $15.50 per hour, it
associated benefits, office space

*a 400 bed community hospital estimated that 85% of its Medicare patients fall
into its high risk profile. Projecting the average completion time to be one hour,
this would require a total of 350 hours per month, or 2.0 FTEs.

*a 400 bed university medical center estimated that one full time master’s level
nurse would be needed, in addition to other professionals who would consult or
participate on specific sections of the instrument. This was based on an
average time of 1 to 2-l/2 hours per completed instrument.

*a 600 bed university .medical  center based its estimate on all Medicare
admissions (19% of total, or 3,800 per year), and an average total time of five
hours per completed instrument. This would require 19,000 hours of labor per
year, or 9 FTEs, at a cost of $258,147 per year. ’

Respondents universally assumed that this cost would have to be borne
facilitv.  and would not be reimbursed bv Medicare. However, thev felt that if
requited the instrument’s use, it should pay
completion.

for the additional siaff needed

by the
HCFA
for its

Comparison of Providers, Beneficiaries, and Fiscal Intermediaries

The concerns expressed by the respondents did not divide neatly according to
whether they were a provider, professional organization, beneficiary group, or fiscal
intermediary. In general, the professional and provider associations provided more
extensive comments on all sections of the instrument. Most individual providers
commented on specific questions, and did not follow a particular pattern. As might be
expected, many providers were concerned with the time and personnel that would be
needed to complete the instrument, but that did not necessarily mean that they were
opposed to its use. Few beneficiary groups or fiscal intermediaries. responded,
making generalizations about these groups difficult. Discipline-specific associations
generally discussed the role of their members in performing the assessment, stressing
the importance of their members’ unique skills.

There did not seem to be any correlation between the types of responses that
were generated and the variables used to stratify the sample of hospitals, nursing
homes, and home health agencies (e.g., size, urban-rural, ownership). That is, the
concerns of large hospitals were not systematically different from those of small
hospitals. Once again, comments were generally on specific items of particular
interest.

In the item analysis below, the type of respondent making each comment is
generally identified. This will give the Panel a better sense of the particular concerns
of each type of respondent.
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Suggestions for Restructuring the En tire Instrument

Two organizations suggested ways in which to restructure the entire instrument,
as well as extensive comments on each of the items.

A hospital provider organization suggested the following general structure (with
cross-references to the current instrument in parentheses):

I. Sociodemographics (Section I)
II. Health Status (Section 1I.A.)
III. Assessment of Needs for Continuing Care (Sections V.4., V.5,  V.6., and

V1.C.)
IV. Patient Preferences and Family Support (Sections IV.A.,  VILA, 6, and C)
V. Plan for Continuing Care (Sections IV.A.2. and IV.A.3,  VI.C.,  and VIII.B,  C,

F, and H)

Appendix A: Nursing and Other Care Needs (Section V)
Appendix B: Physical Functioning (Section III)
Appendix C: Mental Functioning (Section 1l.B.)

Section III would include a screening tool or other mechanism that would identify
patients who needed a more detailed assessment of nursing need, or physical or
mental functioning, using, the assessment materials in Appendices A-C. For
Appendices B and C, more comprehensive evaluations should be substituted if more
extensive evaluations are required. The organization felt that this structure would
enable the assessor to tailor the assessment to the patient’s condition and to avoid
collecting unnecessary information.

A continuity of care professional association suggested rearranging the
sections of the instrument to be answered at different times during the acute care stay.
This arrangement would better reflect the flow of the discharge planning process. By
arranging the sections in this manner, it would be possible to have more than one
person complete the form.

[to be completed as soon after admission as possible]

Section I: Sociodemographics
Section IIA: Health Status (move “surgical procedures” and “discharge

diagnosis to Section VIII)
Section IV: Environmental Barriers
Section VI: Family and Community Support
Section VII: Patient and Family Goals and Preferences

[to be tTompleted  within 2-3 days of discharge]

Section IIB: Mental Health
Section Ill: Functional Status

220



Section V: Nursing and Other Care Requirements

[to be completed at the time of discharge]

Section VW: Summary of Assessment of Needs (include surgical procedures
and discharge diagnosis)
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ITEM ANALYSIS

The following is a summation of comments for each specific section and item on
the instrument. The Panel should be aware that most respondents commented on
only those few .areas that were of specific interest to them; few commented on all
sections of the instrument. It is difficult to interpret “silence,” as the lack of a response
on a particular question could mean that the respondent thought the section was
adequate as written or that the respondent had no interest in the particular area. It was
generally impossible to distinguish between the two. It is important to remember that
the same specific suggestions were rarely made by more than a few respondents, and
in no case was the same suggestion made by more than ten respondents.

As mentioned in the general themes section, the Panel should remember that
the organization of this section, in which specific comments, suggestions, and
criticisms are listed cumulatively, may give the overall impression of widespread
opposition to the.instrument. This does not accurately reflect the sense of the original
responses, which were generally positive.

To give the Panel some sense of the source of the comments given below, a
descriptive phrase is used with most comments, either in the summary statement or in
brackets following the suggestion. “Professional association” refers to groups such as
the American Medical Association or the National Association of Social Workers.
“Provider associations” include groups such as the American Hospital Association or
the National Association for Home Care. “Beneficiary organizations” include groups
such as the the Grey  Panthers or the American Association of Retired Persons. Where
more than one group gave a particular response, it is noted (e.g., “three hospitals”);
otherwise, each notation indicates a single respondent for that comment.

The one area of consensus that applies to every section of the instrument is the
lack of space to answer the questions. This comment pertained to almost every open-
ended question in the instrument. If the final instrument is to be approximately the
same length as the draft, it will be difficult to incorporate this space without deleting
some material.

SECTION I:  SOCIODEMOGRAPHICS

General Comments:

Some respondents questioned the purpose of the items in this section,
indicating that the relationship of these questions to the assessment of posthospital
care needs should be clarified. One hospital felt that asking for non-essential
information was an invasion of privacy, and so it must be clear why this information is
needed. A provider association suggested that demographic questions (religion, race,
education, employment) should be moved to Section VI (Family and Community
Support) if the purpose was to assess possible assets or barriers to care.
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Specific Comments on Questions:

Instructions: Some respondents [hospitals] were not sure that attaching an
admission face sheet would be useful, since they were unclear if it would match the
purpose and terminology used in the instrument.

1. Name: add “last, first, middle initial” [professional association]

2. Address: allow additional space [fiscal intermediary]

4. Birthdate: add “age” as well, eliminating the need to calculate from birthdate
[hospital]

6. Marital Status: Does “single” mean “never married”? [hospital]. Need to add
same sex couples and other relationships outside of marriage [beneficiary group]

7. Religious Preference: A number of respondents disliked the format of this
question. Three hospitals thought the information could be useful as it relates to
continuing care needs, such as placement in a religiously affiliated nursing home,
possible assistance with care by church-related volunteer groups, restrictions on diet,
or treatment options. Others thought the current categories are too broad to be useful
[two professional associations, provider association, hospital]. They suggested the
manual specify that information be obtained regarding whether or not the person’s
religious preference will affect his or her long term care options. A category also
needs to be added for “None,” or space created to write in the response [two
beneficiary groups]. An additional suggestion was to rephrase the question more in
terms of the patient’s values and preferences regarding long term care. It was felt that
this question would result in more meaningful information as well as eliminate the
need to ask about religion directly.

8. Race: A few respondents were not sure of the value of this question, being
unclear of its bearing on long term care needs [2 hospitals, professional association].
One was concerned that it could be used by facilities to screen out minority
beneficiaries.

9. Education: The same concerns were raised as in #8 above. The relationship
between education and the need for long term care is not clear, raising concerns as to
the purpose of this question [professional association, 3 hospitals, nursing content
expert].

10. Employment Status: Suggestions included: add “injured worker” [provider
association]; add “former occupation” [beneficiary group; home health provider]; add
“disabled [hospital]. A person may be retired and also employed [home health
provider].

11. Health Care Coverage: Suggestions included:

*changing “Health Care” to “insurance”
*adding CHAMPUS  to the choices [accrediting body]
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*changing “guarantor” to “private pay” [hospital provider association]
*specify Medicare Part A and Part 6 [hospital provider association]
*creating a section to alert the discharge planner to the need to initiate the forms

necessary to qualify the patient for Medicaid
*uncertain that “veteran with service related disability” is well understood

[professional association; hospital provider association; accrediting body]
*adding an option fbr “no coverage” [hospital]
*the term “guarantor” is not clear and rarely used [home health provider; fiscal

intermediary].

12 and 13. Language: There was a suggestion to combine these two questions
into a new “language” section [hospital provider association], or to expand it into a
“communication barriers” section by including hearing and speech impairments [home
health provider association]. Other comments included: the patient may not speak
English, but may understand it [hospital]; a person may speak English quite well yet
have another “primary language” [beneficiary group]; this section could be covered
under the Health Status Section [hospital]; add a “partial” response for those who have
limited facility in English [professional association].

Suggestions regarding other items to be added in this section included:

*date assessment was initiated [hospital]
*social security number [hospital; fiscal intermediary]
*source of information, including patient, medical record, direct observation,

caregiver, health care professional [academic content expert; provider
association, professional association]

*financial status or income [hospital]
*occupation [hospital]
*health related behaviors not noted elsewhere, such as smoking and alcohol

habits, drug use, and special dietary practices [professional association]
*legal representation, if any [hospital group]

SECTION II. HEALTH STATUS

General Comments:

Respondents differed in their interpretation of the purpose and scope of this
section. Some respondents felt that the section was intended to capture diagnostic.
and prognostic information that could only be provided by the patient’s physician.
These respondents believed that more space should be allocated to allow the
physician to address both prognosis and the plan of care.

The current version could be used by a variety of professionals, since the terms
are general and not specifically physician oriented. However, some of the questions
may require a physician’s judgment as to whether or not the health problem will affect
post-discharge care needs. In that case, using general or “layman’s” terms is less
useful, since a physician will be involved in any case. Some of these issues can be
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addressed in the proposed training manual, or through extensive training of the
assessors.

A medical association commented that medical condition is the key to the
patient’s health status and rehabilitation potential. A summary of the patient’s medical
condition should be part of this section, because the current questions do not
adequately address this issue.

A provider association suggested deleting the distinction between Parts A and
B, and moving part B (Mental Health) to an appendix with more extensive questions
that would be filled out on those patients for whom detailed mental health information
was needed. A hospital respondent suggested the need for additional space to
reassess these conditions, or, alternatively, specifying at what point these questions
will be answered, since the patient’s condition changes rapidly during hospitalization.

Any restructuring of this.section  should be closely tied to the Panel’s decision as
to which professionals should complete the instrument.

Specific Comments: Both parts of this section (A. Physical Health and B. Mental
Health) generated a large number of specific comments.

l-4. Diagnoses. Many commented on the need for additional space in all of these
questions. A state medical association suggested including space for at least four
ICD-9 codes. A professional association felt a clearer definition of “admitting
diagnosis” was needed. The items on the instrument seem to assume that the patient
is in an institutional setting, when the instrument should be able to be used for
community assessment [hospital]. Prognosis, both short and long range, is essential,
especially for those entering hospice [accrediting organization, professional
association], and should be differentiated from discharge diagnosis.

A provider association suggested revising the section to include principal
diagnosis (as defined by Medicare), invasive procedures, and secondary diagnoses.
Chronic underlying diseases should be specified in questions A.5. A fiscal
intermediary was unclear if A.2. (Subsequent Diagnoses) referred to all diagnoses or
only those affecting the current episode of care.

Two hospitals and a fiscal intermediary were concerned that discharge
diagnosis (question 4) would not be ready until the medical record was coded, and
would delay the completion of the instrument.

Other suggestions for additional information included:

*preadmission medications and initial pharmaceutical treatment [professional
association]

*discharge medications
*changing “subsequent diagnoses” to “subsequent functional problems or

d i a g n o s e s ”
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5. Known Health Problems/Risk Factors

A provider association suggested separating “physical health problems” from
“other known problems/risk factors.” The first category would include such factors as
chronic cardiovascular, pulmonary, renal, and liver disease, cancer, diabetes, cerebral
degeneration, hypertensive disease, and arthritis. The second category would include
mental illness, mental retardation, nondegenerative neurological disorders, deafness
or hearing impairment, blindness, physical handicap or impairment, substance abuse,
falls within the past year, dizziness, obesity, and a history of noncompliance with
therapeutic regimen.

Several respondents [provider associations] suggested adding a scale rating
the degree to which the problem would affect post-discharge care needs, such as “little
consequence, ” “moderate consequence,” and “severe consequence.”

Two hospitals and a beneficiary association wanted the degree of blindness
and deafness defined, since the terms usually refer to total blindness or deafness.

Many respondents suggested additions to the list, including:

*multiple diagnoses [professional association]
*multiple medications [professional association, provider association]
*bleeding disorders and anticoagulant therapy [two hospitals]
*chronic pain [home health agency]
*peripheral perfusion [home health agency]
*multi-infarct dementia and “other dementia” which is not Alzheimer’s or

neurodegenerative [beneficiary association, professional association]
*separation of dementia types, and distinction from Parkinson’s disease

[beneficiary. association, hospital, professional association]
*if patient with dementia, include influenza, urinary tract infection, constipation

[beneficiary association]
*hypertension [case management agency]
*medication allergies [medical content expert]
*insulin therapy [provider association]
*previously diagnosed psychiatric disorder [professional association, hospital]
*speech or communication impairments [case management agency,

professional association]
*dental problems [professional association]
*swallowing problems [professional association]
l cachexia (wasting away) [professional association]
l malnourishment [professional association]
l dyspnea with minimum exertion [professional association]
*generalized weakness [professional association]
*frequent hospitalization [hospital]
*possible physical, emotional, or sexual abuse [hospital]
*vascular disease [provider association]
*use of multiple physicians
*HIV/AIDS [academic content expert, government agency, hospital]
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*infectious disease [academic content expert, government agency, provider
association]

*incontinence [academic content expert]
*tuberculosis [provider association]
*sleep  disorders [provider association]
*psychological stress [provider association]
*paralysis [hospital]
*allergies [home health agency]
*epilepsy [provider association]
*spinal cord injury or head injury [provider association]
*use of prostheses [hospital, professional association]
*basic laboratory tests (e.g., tuberculin skin testing, albumin, screening for

diabetes) [professional association]

Some suggested items to be deleted from the list (with the reason for the deletion in
parentheses):

*fractured bones (included in Section V) [provider association]
*pressure ulcers (included in Section V) [provider association]
*food/fluid intake problems (included in Section V) [provider association]
*tobacco misuse (irrelevant) [two provider associations]
l CVA (found in diagnostic information in questions 1-4) [provider association]
*dizziness (patients overreport symptom) [hospital]

Some suggested changing the terminology used for specific items, including:

*“Factors that Affect Post-Discharge Care Needs” to “Factors that May
Potentially Affect Post-Discharge Care Needs” [hospital]

*“pressure ulcer” to “skin integrity” [home health agency]
*“non-compliance” to “non-adherence” [nursing content expert]
*“substance misuse” to “substance abuse” [hospital]
*separate drug abuse into prescription and non-prescription [hospital]
*“dizziness” to “problems of balance” [beneficiary association]
*“blindness” to “visual impairment” [beneficiary association, professional

association]
*“deafness” to “hearing impairment” [professional association]

6. Additiontil  Information: Many respondents commented that more space is
needed. The manual should have examples of the types of information that might be
included here [two professional associations, fiscal intermediary, accrediting
organization].

One professional association suggested greatly expanding this section to
include a more extensive medical and nursing narrative, which would include
comments on:

*the patient’s level of impairment with and without assistive devices
*stability of the patient’s medical condition at discharge
*patient’s rehabilitative potential
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*permitted activities
*the need for safety measures
*durable medical equipment (DME) needs
*frequency with which the patient needs to see the physician

The same group felt that the signature of the physician should be required as part of
the assessment of the patient’s physical health, and should appear somewhere on the
instrument.

Another professional association suggested adding factors that may be
indirectly related to various health conditions, but have a significant impact on post-
discharge care needs, such as fatiguability, level of distress, and ability to focus and
set priorities.

Section B. Mental  Health

A provider association felt a new section should be added for Level 1 screening
for mental illness and mental retardation as required by the Preadmission Screening
and Annual Resident Review (PASARR) provisions of OBRA 1987. Another provider
association thought that a number of the conditions in this section would trigger a level
2 screen, requiring close coordination of the forms.

Another provider association felt that “mental illness” and “cognitive function”
should be included in this section. One professional association suggested changing
the title from “mental health” to “mental status.” while another felt that the section
should address both cognitive and affective function. As mentioned previously, one
provider association felt that this section should be separated from the main
instrument, renamed “mental functioning,” and filled out for those patients who
warranted a more detailed level of assessment.

A hospital suggested adding questions here ascertaining if the patient were
developmentally disabled, or had a history of mental illness, previous
institutionalization, or drug therapy.

A provider association was concerned about the difficulty of using this section in
a scoring system that would lead to a discharge decision, and felt that a number of the
items (impaired comprehension, impaired expression, agitation, unusual behavior)
were vague and subject to individual assessor interpretation. This assumes, of
course, that such a scoring system will be used in the instrument.

One hospital felt that if the assessor was trained, the descriptive comments for
each condition could be dropped.

1. Level of Consciousness

Many respondents found the level of detail in this question not useful in
determining continuing care needs. A provider association suggested three
categories:
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*alert
*semi or demi-conscious (lethargic, drowsy, obtunded, or stuporous)
*comatose (unresponsive)

A professional association thought the choices could be limited to “alert” or
“comatose.” A medical professional association suggested that a more useful scale for
non-hospital settings would be: alert; responsive; and non-responsive, focusing on the
patient’s ability to participate in his or her care. A hospital suggested combining
“obtunded” and “stuporous.” Another thought it was important to indicate the reasons
for a decreased level alf consciousness, such as use of certain medications
[beneficiary association]. One provider group thought that “normal reaction time” was
subjective. A fiscal intermediary felt that space was needed to comment on conditions
that cannot be contained in a check-off format.

Three hospitals pointed out that the patient’s level of consciousness can
change during the day, and one respondent suggested the use of a scale indicating
whether the condition occurred always, occasionally, or never. A medical content
expert was concerned that these levels were misleading, since combinations or
modifications can occur, such as “alert, but reaction time affected by paralysis” or
“alert, but psychotic.” A beneficiary association found the distinction between”drowsy”
and “obtunded” unclear.

A number of respondents made suggestions regarding changes in terminology,
including:

*separating “comatose” from “persistent vegetative state” [medical professional
association]

*substitute “delirious” for “drowsy” and “lethargic”

2. Cognitive/Behavioral Factors

Two professional associations strongly objected to placing communication and
expression disorders in the “Mental Health” category, and recommended that these
questions be moved to Section III (Functional Status). However, another professional
association felt that comprehension and expression should be placed here.

Two respondents suggested using a scale to rate the degree of impairment
caused by each of. these conditions. A hospital was confused by the phrase
“adversely affect post discharge care needs,” wondering if it meant “adversely affect
obtaining post hospital care needs” or “affect choice of post hospital care needs.” A
professional association suggesting weighting the items as to their importance in
affecting post-discharge care.

Several groups [hospitals, provider association] thought the short summary
statements clarifying the scope of each item were valid and useful.

A beneficiary group suggested the need to have a category for irritable, angry,
hostile, stubborn, or verbally abusive behavior that is short of “assaultive.”  This is
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common in Alzheimer’s patients. These patients also cannot recognize their need for
care, which is sometimes confused with denial [professional association].

A number of respondents suggested changes or additions to the specific items
in the question, including:

*impaired  comprehension: assess with regard to the ability to use equipment or
participate in treatment in the posthospital setting [professional association,
accrediting organization]

*dividing impaired orientation into “partial” or “total” disorientation [case
management agency]

*depression: include anger, resistance, and denial [hospital]
*unusual behavior: add inappropriate behavior (e.g., disrobing) [hospital,

professional association]

The following were suggested as additions to the list:

*impaired attention [provider association]
*impaired visual perception [provider association]
*irritable, angry, hostile behavior that is short of being assaultive [beneficiary

association]
*suicidal [provider association, hospital]

SECTION III. FUNCTIONAL STATUS

General Comments:

There was concern over the measurement strategy employed in this section,
since it contains different types of information and levels of assessment detail. For
example, the mixing of a 4-part rating scale (Section A) with a double dichotomous
choice (two sets of “yes-no” questions - Section C) was thought by a professional
association and a provider group to make the section difficult to use to determine the
level of care needed or to make payment determinations.

One of the greatest concerns expressed about this section was that the
functional status of patients changes rapidly during hospitalization, and the instrument
has no mechanism to capture this information. A professional association indicated
that functional status is best assessed after the patient’s medical condition has
stabilized, but, under Medicare prospective payment, that is the point at which the
patient is discharged. Therefore, it is unclear if the information being gathered would
be useful in discharge planning. For this reason, a provider association suggested
removing this section altogether and making it an appendix that would be filled out
only for those patients for which detailed information on functional status was thought
to be essential.

Another concern pertained to the source of information for this section. Two
hospitals and an academic content expert felt that section C (Instrumental Activities of
Daily Living) would probably be provided by report from the family or patient, as these
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items are hard to assess in the hospital. The reliability of this information was
questioned.

A home care provider suggested that it would be helpful to include in this
section a question on the distance the individual could walk before becoming short of
breath. This would help in the determination of “homebound” status, as well as
providing useful information regarding the patient’s need for services.

Finallv.  some resoondents found the layout of the section, especially the
position of section B, confusing.

Specific Comments:

Activities of Daily Living (ADLs): Key. The scheme for rating ADLs generated a
large number of comments from diverse respondents [hospital, provider and
professional associations, home health agencies, a case management office, and a
nursing content expert]. Most of the concerns centered around the wording of some of
the levels, and the complexity of the scale. Some did not feel this level of detail was
useful or necessary in an instrument designed to capture continuing care needs, and
many were concerned that discharge planners would not be able to find all the
information in the charts that was needed to choose the correct category.

Some respondents felt the key would be difficult to use, requiring the assessor
to refer back to it in order to rate each item. There was a suggestion to incorporate
specific levels under each item, facilitating ease of completion.

A case management group liked the key, but felt that it was essential that the
training manual emphasize that the definition applies to the level at which the client
can safely perform an activity. A state medical society felt the levels were appropriate
and the definitions useful in achieving a more multilevel approach to long term care
assessment (rarely than simply distinguishing between skilled and intermediate care),
consistent with new OBRA guidelines.

The terms “less than half the activity” and “reasonable amount of time” were
seen as particularly problematic [provider association, professional associations,
hospitals, nursing content expe_rt,  case management agency]. These terms may be
meaningful as part of developed scales administered by well trained assessors, but if
the instrument is to be used by a variety of professionals, these terms are not intuitive
or self explanatory. Although an eight page document on “Definitions and Instructions
for Assessment of Functional Status” was included in the material sent to all
respondents, most apparently did not read the document or were still confused by the
terms. It was generally impossible to tell which of these was the case, since few
respondents referred to the instructions.

A provider association suggested using the same scale for both parts A (ADLs)
and C (IADLs), using only the categories “independent, “somewhat independent,” and
“dependent.”
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Levels of Independence

7. Complete Independence: no specific comments on this item.

2. Modified Independence: There were many criticism of the phrase “requiring more
than reasonable time” as ambiguous and open to too much interpretation. A
professional association responded, “elderly people respond and move more slowly
than younger people,” and suggested using the concept “more time than is usual,
considering limitations of independent function caused by pain, dyspnea, generalized
weakcess, etc.”

3. Modified Dependence: This category was criticized by a number of respondents as
too complex. A professional association suggested the use of a seven point (l-7) scale
rather than a four point scale with one category further subdivided into three
categories. As mentioned above, there was a great deal of criticism of the phrase, “at
least half of the activity,” as difficult to interpret. One respondent suggested the word
“partial” instead.

Under 3B and 3C, a professional association suggested changing “contact
assistance” to “physical assistance,” since this would be more consistent with
conventional usage. Another suggested adding to 3A “verbal cueing to anticipate .
safety hazards or to follow the seauence  of activity.”

4. Complete Dependence: Once again, there were a number of suggestions that the
phrase “less than half of the activity” be dropped because it was confusing. A
professional association felt that by equating “complete dependence” with the inability
to perform “half an activity,” the Panel failed to recognize that patients’ performance
can be increased with assistive devices, and inappropriately ignores rehabilitative
potential. A suggested substitute was “unable to perform activity.”

A. Rate Level of. Independence For The Following:

A home health agency pointed out that fiscal intermediaries tend to see lack of
independence in ADLs as being “custodial,” and therefore not covered under
Medicare. A professional association felt that the question does not document the
patient’s progress over time and across care settings, which would be consistent with
a rehabilitative model of care. This group suggests adding a grid, so that the same
questions are asked at the point of hospital admission, hospital discharge, potential in
one month (determined at discharge), potential in three months (determined at
discharge), at admission to nursing home or home health agency, and at one month
from admission to a nursing home or home health agency.

Comments on specific items included:

*eating: A professional association suggested expanding the category to
include: chewing food, swallowing, oral discomfort, and lung aspiration. This
group felt that the question in Section II. 5 (Known Health Problems) that reads
“food/fluid intake problems” is inadequate to capture the information needed. A
hospital was concerned that patients who rely on enteral or parenteral feeding
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are classified as “completely dependent,” although they are very different from
those who need total assistance with eating (i.e., must be fed by hand). This
group suggested making self administration of enteral  or parenteral feeding a
separate category. A provider association was concerned that although
swallowing was mentioned, there was no place to indicate a swallowing
impairment, as opposed to being unable to use eating utensils. A hospital
pointed out that, in the instructions, “opening containers, buttering bread, etc.”
appears both as part of “meal preparation;’ and as part of the-definition of
“supervised eating.“.

*bathing: A home health provider wondered why it was defined as only from
the neck down, since there is no other place to mark the ability to wash the face.

dressing: A professional association suggested adding the following
underlined sections: “setting out clothing and dressing/undressing entire body,
including donnina  and removing necessary prosthesis/orthosis”.

docomotion: A hospital felt the identifiers were cumbersome and incomplete,
and needed a “non-weightbearing” identifier. A professional association felt
this category should be further split to incorporate change in the patient’s
capacity for movement, and differentiate between walking, use of a wheelchair,
climbing stairs, and movement outside the home. Two hospitals suggested
adding “use of walker” and “use of guerney” to the “most frequent mode of
locomotion” category, and not to limit wheelchair use to indoors [professional
association]. There was another suggestion to change the item to recognize the
ability to climb stairs and move outside the home.

Suggestions for new categories to be evaluated from a functional perspective
included:

*fluid intake/hydration [hospital]
*oxygen dependence [professional association]
*ventilator dependence, continuously or intermittently for any or all activities

[professional association]
*speech (i.e., the individual’s communication functioning that is not related to

mental functioning but which is a coachable aspect of physical functioning)
[provider association]

*expressive and receptive communication [rehabilitation provider association]
*grooming (hair, mouth, shaving, and nail care) [home health provider

association, professional association]
*rate the level of independence in the use of assistive devices [professional

association]
*“not applicable (bed fast)” [fiscal intermediary]

6. Medical Restrictions

Respondents [government agency, professional associations, hospital, case
management agency] were unclear as to the purpose of this section, and what types of
information should be provided. A few felt that questions A and C should already
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capture the information and questioned which ratings it would change, while a
professional association thought that a physician would be required to fill out this
section. It was also unclear whether “above ratings” referred to Section A alone or
both Section A and C. As mentioned above, the position of this section on the page
did not lead to a clear interpretation of its intent, and additional space was needed.

C. Instrumental Activities of Daily Living

There was concern that these items need to be assessed in a patient’s home,
since they cannot be accurately assessed in the hospital. The other major concern
was the dependence on the family or patient’s reporting of these items [hospitals, two
professional associations, provider association]. Respondents mentioned that patients
are often anxious to go home, and will overestimate their ability on IADLs  to facilitate
discharge, or they may not have fully realized the effect of a new limitation on their
ability to complete IADL tasks.

The complexity of fully capturing IADLs was an underlying concern. For
example, an professional association felt that “The IADL list will be useful but does not
describe the client’s ability level. For example, ‘assistance available’ for transportation
could mean that the need could be met every day or only once a week. For meal
preparation, ‘assistance available’ has very significant implications for formal and
informal services if the need is for help with meals twice a day, seven days a’week,
versus once a day from Monday to Friday.” In a similar vein, an accrediting
organization felt that criteria will need to be established for the “yes” and “no”
categories, if inter-assessor reliability is to be achieved.

A professional organization wanted the question to include a choice of “partial”
as well as total assistance, and to capture changes over time. A provider association
recommended deleting the reference to the availability of support, since that could be
captured in a final section of the instrument assessing the viability of the discharge
plan. A hospital thought that the question should be asked of all patients, rather than
only those contemplating return to community residence.

Suggestions on specific items included:

*meal preparation: add “safely” to the definition [professional association]
*shopping: One respondent pointed out that all shopping is not equally

important (e.g., shopping for food is more important than shopping for clothes).
The current wording may measure distances or convenience rather than
functional capacity [provider association]

*handling finances: A professional association was concerned as to how this
would be defined, fearing that the question leaves too much room for
subjective judgment.

+ransportation  use: Not clear what is meant here. It should also specify
whether or not the patient plans to drive [hospital].

Suggestions of items to be added to the list included:

*laundry  [provider]
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*yard work [hospital]
*recreation [professional association]
*social interaction [professional association]
*mobility outside the home [professional association]
*bathing, grooming, dressing [fiscal intermediary]
*personal care [hospital]
*ability to use appropriate judgment in emergency situations [professional

association]

IV. ENVIRONMENTAL BARRIERS TO POST-DISCHARGE CARE

General Comments:

Several respondents suggested changing the title to something less negative,
such as:

*environmental factors in post discharge care [two professional associations]
*environmental considerations/living conditions [professional association]
*post discharge physical environment factors [hospital provider group]

or emphasizing the posthospital aspect by changing the title from “post discharge
care” to “continuing care” [nursing content expert].

An academic content expert felt this section would be almost impossible to
complete without a home visit, and cited some research that shows that, when
assessments done in a clinic are compared with those done in the home, an average
of two additional problems and four new recommendations are found during the home
visit. He suggests that a decision tree should be developed to flag those patients
whose disabilities or social situations would make a home visit an essential part of the
assessment.

One urban hospital reported that their experience was that environmental
barriers play a minimal role in influencing a patient’s decision about continuing care
options, since many patients choose to return home with unrealistic expectations
about recovery of functional status or to await environmental modifjcations  that can
take months.

The identification of “barriers” was also of concern to one advocate for the
demented, since, for these patients, an “environmental barrier” would include the
inability to react to a fire alarm or operate an elevator correctly. This may not be a
concern for all patients.

A hospital was concerned with the hospital’s legal liability if barriers were
identified and modifications proposed, but none were carried out. Would the hospital
be held liable for sending the patient to a unsafe environment?

Finally, there were suggestions that the section should either be much more
detailed, perhaps as a separate section or appendix, or dropped, since the level of
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detail here would be difficult to obtain but not be enough for effective discharge
planning. A provider association suggested combining this section with Sections VI
and VII into a new section entitled “Patient Preferences and Family Support.” A
hospital suggested that the “yes-no” and checkbox  system should be eliminated in
favor of a much larger descriptive section. A medical professional association thought
the section was not specific enough to be useful for discharge planning.

Specific Comments:

1. Usual Living Arrangements

Several respondents [3 hospitals, accrediting agency] felt that the title “usual
living arrangements” implied that the patient’s arrangements were going to remain the
same after discharge, when just the opposite is likely to be true. One suggested
“contemplated post-discharge living arrangements” as a more useful title [accrediting
agency], while several respondents [hospitals] wanted additional questions on
whether these arrangements were still available upon discharge.

Other concerns were that patients may not share this information, particularly if
they are living .in an unusual situation [government agency, hospital], and that the
question format does not make it clear that the assessor should check a box in both
columns [case management agency].

Suggested changes on specific items included:

*home/apartment: change “home” to “house,” since all of these alternatives may
be considered “home” [professional association]. Another suggestion was to
add “condominium” to this list [professional association].

*skilled nursing or intermediate care facility: this should be changed to “nursing
facility” to be consistent with OBRA 1987 [provider association, accrediting
agency1

*other: this may be seen as an invasion of privacy, if the patient lives in an
unusual situation [government agency]

The following was suggested as information to be added:

*unsafe neighborhood
*geographic location of the home [hospital]
*remote area/rural isolation [home health agency]
*home, but need for services such as day hospital or respite [case management

agency, provider association]
*homeless/transient [hospital, provider association]
*“with children“ as a separate category after “with spouse” [professional

association]
*lack of financial resources [accrediting agency]
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2. Assessment of Living Arrangements

Several respondents were concerned that this information could only ‘be
accurately collected through a home visit; otherwise, it would depend entirely on the
accuracy of reports from the patient or family [home health provider group, hospital,
professional association].

A provider association felt this question should be combined with question 3
(environmental barriers and proposed modifications) into a new section on “home
safety and access.” This section should capture impediments to discharge to the
home and any modifications necessary to accommodate the patient.

Suggested changes on specific items included:

*noninStitutional.  living arrangements: does “available” mean simply existing in
the community or a place for which the patient is qualified? For example, home
with home care may be “available,” but not feasible because of lack of finances
[professional association]. Also the timing of the availability is important (e.g., it
may be available, but not until two weeks from date of discharge) [professional
association]

*barriers to building entry: Change to “entry/~ [professional association]

*internal barriers: the manual should give examples, such as whether this
includes doorways wide enough for wheelchairs, or stairways [provider
association].

*toilet/tub/shower accessible: A visiting nurse association pointed out that in
many rural and some urban areas, it is still common to find homes without
running water or indoor plumbing. Asking if the toilet is “accessible” has a
different meaning in these settings. A provider association suggested adding a
specific question here if the patient is wheelchair bound as to whether or not the
doorway is wide enough for wheelchair access.

The following was suggested as information to be added:

*barriers to communication for the hearing impaired [professional association]
*entry stairs and inside stairs [professional association]
*doorway size [professional association]
*toilet on different level as bedroom [professional association]
*kitchen on different level as bedroom [professional association]
*loose rugs [hospital]
*snow or ice-covered walks [hospital]
*refrigerator, stove, telephone and/or other utilities in working order [provider

association, nursing content expert, hospital, professional association]
*no toilet and/or running water in household
*“at risk” neighborhood or building [hospital]
*transportation [provider association]
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3. Barriers and Modifications

More space is needed here if it is to be a useful question. A professional
association suggested changing the wording to “describe needed and proposed
environmental modifications,” to be consistent with questions iv.A.2. As mentioned
above, there is concern over liability if the need for modifications are identified and
proposed but not carried out [beneficiary association, hospital]. Decisions about
modifications to the home would also certainly require a home visit. Additional staff
and time would be required to perform this type of assessment.

V. NURSING AND OTHER CARE REQUIREMENTS

General Comments:

The format of the section was of concern to respondents, with the need for
additional space voiced most often. Two home health agencies and a home health
provider association felt that the documentation that would be needed to justify
payment for skilled home care could be contained in these questions, but that there is
currently not enough space to provide all needed information. The questions as
currently written do not contain all the information required by HCFA forms 485, 486,
and 487 used to document eligibility for home health services under Medicare. On the
other hand, a hospital felt that a properly done nursing care plan would provide the
information needed for items 1, 2, and 3, which would make these items redundant
and a duplication of effort. A hospital provider association felt that this section should
be an appendix, completed only for appropriately specified patients.

Some respondents requested clarification of when care needs were to be
assessed, specifically whether the assessment is for current needs in the hospital, or
anticipated needs post-discharge [hospital, fiscal intermediary]. Respondents also
mentioned the problem of rapid changes in status of the patient during hospitalization,
and the need to be clear as to when the assessment is to be done [hospital, home
health agency]. There is cu[,rently no place to document changes in status. In a
similar vein, a hospital suggested determining care needs closer to discharge.

Respondents generated a large number of suggestions for additional items
and/or categories. Using the proposed training manual or other materials, the Panel
should clarify why some items were chosen and others were not, if the items listed for
each question were not meant to be inclusive.

A hospital provider group and a fiscal intermediary called for a closer linkage
between this section and the physician’s prescription for care, so that conflicting
information would not be sent to home care agencies or nursing homes. A hospital
provider group felt that the section would need to be filled out by an RN.

One urban hospital summed up the concerns of many of the respondents in this
way: “I understand this section does not constitute medical orders and therefore may
not need to be as specific, but often a clear picture of the patient’s skilled nursing



needs is crucial in determining whether a patient can return home or requires
placement, particularly if the plan of care calls for the patient and/or family to assume
responsibility for performing complex procedures (e.g., start TPN infusion, administer
IV medication). Frequently the assessment of what is possible in the home involves
interviews with patients and family members, extensive predischarge teaching and
skills assessment. Medication management utilizes a tremendous amount of nursing
resources in a certified home health agency. This section needs more space [on these
issues].”

Specific Comments:

1. Skilled Observation and 2. Monitoring/Supervision/Evaluation

Most respondents commented on these two items together, citing a lack of
clarity in the meaning of the terms [professional association, provider association,
hospital]. The term “skilled” was considered to be especially ambiguous [accrediting
agency, two professional associations, government agency, two hospitals]. A provider
association felt that “skilled observation” was limiting, and would not capture the need
for skilled care, of which observation is a component. Another provider association
suggested eliminating these questions and incorporating them into a new section on
“Assessment of Needs for Continuing Care.”

A medical professional association felt that these two questions should include
both the nature of the nursing need as well as the frequency and intensity of needed
nursing services, while ahospital  thought these questions would require a physician’s
order to complete. Another professional association was unclear whether “safety
needs” would be included under “Monitoring/Supervision/Evaluation.” A professional
association was unclear of what level of supervision was intended (RN, LPN, home
health aide, etc.)

If the instrument is to be used.in non-acute settings, the heading of the section
should read “Check continuing care needs that affect ongoing care requirements”
[nursing content expert].

3. iherapeutic  Needs

This question generated more specific comments than any other on the
instrument. The major criticism concerned the lack of space for each of the items.
Respondents believed that every item needs an “other” category and space to
describe the conditions that are checked. A professional association felt that each
item should have an assessment of the patient’s potential for self care, and a
beneficiary group felt that there should be an assessment of the capacity of the patient
or caregiver to carry out therapeutic needs.

a. Skin: A number of respondents [3 hospitals, government agency, accrediting
agency, nursing content expert, medical professional association] indicated the need
for more space to allow for reporting of multiple pressure ulcers, and a hospital and a
fiscal intermediary suggested the addition ‘of a body map that would allow more
accurate site location. Other suggestions under pressure ulcer were to add “size”
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[medical professional association], to indicate the date of the onset of the ulcer
[hospital], and to add a line for potential risk, since many elderly patients may need
education or equipment for prevention prior to discharge [hospital].

Under wound care, “type of wound” should be added [medical professional
association]. For both pressure ulcer and wound care, description of the
drainage/culture (rather than just a check box) would be helpful [case management
agency]. The need for special equipment might also be mentioned here.

Another respondent suggested adding skin conditions requiring attention, such
as dry, scaly, eczemia,  ecchymosis.

b. Nutrition: Suggested changes included: indicate if therapeutic diet is prescribed;
indicate the route for parenteral feeding (central or peripheral); enteral feeding should
include jejunostomy tubes and other choices [professional association]. Two
respondents [hospitals] felt that functional issues that influence consumption, such as
ability to swallow or loss of taste or smell, should be included here.

c. Hydration: A hospital provider association and a government agency wanted the
amounts of fluid encouragement and/or restriction recorded here.

d. Respiratory: Several respondents [equipment provider association, professional
association, home health agency, hospital] recommended that this section conform to
“Medicare Coverage Issues: Home Use of Oxygen” (Section 60-4),  which requires the
inclusion of a physician-ordered blood gas study, PO2 or oxygen saturation levels,
continuous or intermittent, frequency, volume, pressure, FlO2, and rate.

Others suggested a place to indicate the use of portable oxygen, nebulizers,
continuous positive air pressure (CPAP) equipment, and other equipment [equipment
provider association]. The instrument should also have a box for shortness of breath
after a specified activity level [fiscal intermediary].

e. Elimination: Several respondents [nursing professional association, fiscal
intermediary, hospital] wanted space to describe urinary and bowel management
and/or training, especially if it requires an attendant or special equipment. Other
suggestions included identifying bowel pattern and use of cathartics or enemas
[hospital], diarrhea [hospital], and age of any ostomy [fiscal intermediary]. A
professional association did not want to abbreviate CAPD (Chronic Ambulatory
Peritoneal Dialysis), since they felt many will not know this abbreviation.

f. Medications: The lack of space for oral medications, the route of administration
most likely to be used by patients being discharged from the hospital, drew more
criticism than any other sin@e  item on the instrument [5 hospitals, 4 provider
associations, 2 professional associations, case management agency, nursing content
expert, home health agency, fiscal intermediary]. Many respondents felt this section
could not capture the complexity of many patients’ medication regimen, especially
multiple medications and frequency of use. More space is needed. A government
agency suggested leaving space to transcribe the current physician’s orders.

240



Suggestions for additions included: information about allergies [fiscal
intermediary]; blood products; “inhalation - type and frequency” to list aerosolized
medications [professional association]; topical and PRN [fiscal intermediary]; and
external infusion pumps. Suggested changes included: “implanted pump” to
“implanted access” [hospital]; and, change the title of the item to “medication needs at
discharge” [provider association].

Other Therapeutic Needs

In addition to the additions and changes in the existing items, entirely new
categories were suggested for the following:

*restorative nursing care [professional association]
*pain management [professional association]
*laboratory monitoring [professional association]
*psychological counseling [professional association]
*cardiovascular care [hospital]
l CVA care (rehabilitation potential) [hospital]
*other  therapeutic needs (specify) [professional association]

4. Educational Needs

Several respondents [2 hospitals, provider group, beneficiary association]
pointed out the importance of distinguishing the training needs of patients and their
caregivers, especially for those with dementia. Educational needs are extremely
variable, and the timeframe for measurement must be specified clearly if this question
is to provide consistent data [2 hospitals].

A medical professional association felt the items should have a series of check
boxes, indicating: 1) whether or not training had been provided in the hospital; 2)
whether additional training was needed; 3) whether the patient needs reinforcement;
or 4) needs supervision. There should also be an assessment of the patient’s ability  to
learn [hospital]. Identifying educational needs may not be useful if the patient cannot
absorb the information given.

A hospital was concerned about the responsibility for the training after it is
identified at discharge. If the hospital identifies educational needs, but does not fulfill
them, there may be liability implications.

The following were suggested as additional categories of potential educational
need:

*oxygen/ventilator systems [accreditation agency, professional association]
*equipment instruction, including IV pumps and ambulatory equipment

[accreditation agency, professional association]
*bathing equipment [accreditation agency]
*eating/swallowing [provider association]
*instrumental activities of daily living
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*health maintenance and monitoring (e.g., pulse, blood pressure, blood
glucose, urine glucose)

*preventative health care practices (cancer screening, immunizations, stress
management, exercise)

l parenteral/enteral
*self management (safety, basic health practices, high risk conditions) [home

health agency]
*substance abuse [hospital]

5. Therapy/Service Needs

Respondents differed strongly on the inclusion of “type and frequency” in this
question. Two discipline-specific professional organizations strongly objected to its
inclusion, because only licensed professionals in each field and/or a physician could
provide that information. Its inclusion here was thought to imply that a discharge
planner could provide this material, contrary to current Medicare guidelines. A
hospital felt this question would require a physician’s order. Other individuals felt that
the space should be greatly expanded to allow for more narrative [professional
associations].

One respondent was unclear whether the question pertained to current
services, services to be continued after discharge, or a physician order for assessment
by these services [government agency]. A discipline-specific professional association
and hospital were unclear on what was included under “mental health,” and how it
differs from “social work.“ There is also no place to indicate if the patient understands
his or her therapy/service needs [hospital].

Several suggestions were made to change the terminology, including: “mental
health” to “psychology” [provider association]; “speech therapy” to “speech-language
pathology and audiology” to be consistent with Medicare usage [2 professional
associations]; and “therapy/service needs” to “therapy/service needs after discharae”
[hospital].

Suggestions for items to be added to the list included:

*case management [medical professional association]
*structured activity program [hospital]
*infusion preparation/therapy
*drug regimen review [hospital group]
*nursing, skilled nursing [home health group, hospital]
*home health aide and homemaker [professional association]
*short term and long term goals for each therapy/service [professional

association]

6. Durable Medical Equipment .Needs

Once again, there was some ambiguity regarding the period of time referred to
in the question, with a suggestion to add “after discharge” to the title [hospital]. A
medical professional association felt the items were more oriented to nursing home
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care than home care. Several respondents felt more space was needed in the
“disposable supplies” section [2 hospitals, provider association].

Suggestions for items to be added to the list included:

*patient lifts [provider association, professional association]
*pressure relieving mattress [provider association]
*whether bed is manual or electric [provider association]
*cane [hospital]
*bathroom safety equipment (grab bars, tub transfer benches) [3 professional

associations]
*infusion pumps [professional association]
l assistive devices (augmentative communication device, artificial larynx,

hearing aid) [professional association]
*ventilator [professional association]
*suction [professional association]

VI. FAMILY AND COMMUNITY SUPPORT

General Comments:

The format of the section was felt to be cumbersome and confusing. A
comparatively large number of respondents commented specifically on the lack of
space in this section.

One hospital said that “this is the center of the discharge planning process,” and
that this section should be moved to the beginning of the instrument.

Several respondents [3 hospitals] suggested asking the patient to rate his or her
satisfaction with the current primary caregiver. Since these questions are of a
potentially sensitive nature (e.g., the patient indicates that his family is unwilling to
help), issues of confidentiality and whether the family members will have access to this
section should be thought through [hospital, professional association].

Specific Comments:

A. Primary Support

The most common comment on this section concerned the grid format.
Respondents felt the space was completely inadequate and somewhat unclear in
organization [government agency, 6 hospitals, 3 professional associations, home
health association, beneficiary organization]. The distinction between “availability,”
“ability,” and “willingness” was felt by several respondents to be unclear or
overlapping [3 hospitals, government agency, 2 professional associations]. The
manual should include more information and specific examples of each if these terms
are retained [professional association]. The type of support given by family members
should be elicited [professional association]. The level of “other caregiver” should also
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be listed if this is not a family member (e.g., personal attendant, certified homecare
aide) [2 hospitals].

Respondents also suggested the collection of more in-depth information
regarding the primary caregiver, which would include an interview with the person, his
or her legal relationship to the patient, and advanced directives such as power of
attorney [provider association, academic content expert].

A provider association suggested combining this section with 1V.A (Usual Living
Arrangements) and VII (Patient/Family Goals and Preferences) and creating a new
section entitled “Patient Preferences and Family Support.” This group felt that it was
not necessary to specify whether the caregiver is available, able, and willing to provide
support, since availability is the key issue.

C. Community Services

Several respondents suggested adding the frequency and duration of service to
each item, as well as determining if the services are still available [beneficiary
association, hospital]. One respondent felt that the phone number of the provider, in
addition to the name, would be useful [professional association].

A case management agency was unclear how “community supports used
before hospitalization” related to post-discharge community support needs. There
does not seem to be a place on the instrument where the needs are clearly addressed,
unless it is in Section VII1.F. (Viability of Plan for Community Services).

Suggestions for items to be added to the list included:

*personal care [hospital]
*infusion company, to be consistent with language in the Medicare Catastrophic

Act of 1988 [accrediting agency, professional association]
*rehabilitation services [professional association]
*adult  day care, medical and/or social
‘etelephone  lifeline or telephone reassurance [professional association]
*legal services [professional association]
*respite care
*hospice
*emergency shelter/emergency services [provider group]

VII. PATIENT/FAMILY GOALS AND PREFERENCES

General Comments:

Several respondents [4 hospitals] expressed the concern that the patient’s and
family’s desires may not be consistent with a safe and appropriate discharge plan.
While the patient’s wishes are always taken into consideration, it is unclear from this
section the degree to which those wishes should take precedence when they disagree
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with the professional’s assessment. In a similar vein, a hospital felt the physician’s
recommendations for continuing care services should appear here.

The format of this section was once again problematic. Many respondents felt
this was an important section, and merited much more space [hospitals, provider
association, professional association]. If the patient’s wishes are the focus of
discharge planning, the position of the section (currently at the end of the instrument)
should be changed.

A few respondents felt the information gathered here could be incorporated into
other sections of the instrument. These included: Section VI (Family and Community
Support) [professional association]; Section VII1.A.  (Goals for Continuing Care)
[professional association]; and into a more fully developed “Attestation of Participation”
form [hospital]. A professional association felt that a timeframe for reevaluation of
patient/family goals should be set to facilitate reentry into appropriate systems of care.

Specific Comments:

A. Patient’s Goals and B. Family/Caregiver’s  Preferences

A medical professional association felt it was important to specify both short
term (one month) and long term (three month) goals and preferences. Others
suggested changing “continued care” in the stem of the item to “continuing care” or
“ongoing care” [professional association, nursing content expert].

A provider association suggested combining these questions into a single item
reflecting “patient/family preferences for continued care” and placing it in a new
section on “Patient Preferences and Family Support.”

C. Advanced Directives

Generally, respondents liked this section because it helps focus the family and
patient on legal planning. Many patients may have never considered these issues.
However, two hospitals felt it was not relevant to discharge planning in an acute care
setting and could not be completed by the discharge planner from hospital records.
Another hospital’s experience was that legal issues rarely surfaced. Others felt that
the question should more clearly indicate the patient’s wishes in the event of
incapacity [provider association, beneficiary organization]. If the patient wants
assistance in obtaining any of these items, what are the hospital’s responsibilities and
potential liability [hospital]?

Many respondents pointed out that living wills are not valid in all states. Others
believed that “durable power of attorney for health care decision making” should be
added as it is more germane and not the same as “durable power of attorney,” which is
more encompassing [3 professional associations, provider group, nursing content
expert, beneficiary organization]. A beneficiary organization was unclear of the
Panel’s intent for the category “requires” and who would determine this.

Other suggested additions and changes included:
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*add “do not resuscitate” order [provider group, medical professional
association]

*add “do not hospitalize” order [provider group]
*split “desires/requires” column into two separate columns [hospital]
*if there is a guardian, record the name [hospital]
*provide appropriate documentation of “medical incapacity” if applicable
*add “representative payee” to the “guardian/conservator” category [hospital]

VIII. SUMMARY OF ASSESSMENT OF NEEDS FOR CONTINUING CARE

General Comments:

Consistent with concerns expressed in other sections, some respondents
[hospitals] felt this called for a decision on post-acute care, while the instrument is
aimed at assessment of needs. The leap from gathering the information to
determining the proper discharge plan is a complex one, and a mechanism must be
developed for this purpose, especially if the instrument is to be used for payment
determination.

The need for clarity in the terminology used in this section was also of concern
to respondents. They questioned each item, not understanding some of the terms that
were used, or the intent of the question. A clear explanation of the goal of this section
in the proposed instruction manual would be particularly helpful.

A hospital provider association suggested a major restructuring of this section
into a new section entitled “Plan for Continuing Care,” to consist of five parts: list of
placement options based on Sections VII1.C.  and W.C.; assessment of home safety
and access, based on Sections IV.A.2. and IV.A.3.; the viability of the plan, which
would evaluate the availability and affordability of needed services, based on Section
VII1.F.;  a statement of the recommended plan; and space for remarks, listing the
practitioner responsible for managing the patient’s continued care, and the signed
attestation of the practitioner responsible for coordinating the discharge plan, based
on Section VII1.H.

Two respondents, [professional associations] suggested adding a question on
“sources of information” that would precede the “assessor’s signature” section. The
options would include: medical record; assessor observation; patient; caregiver
(identify the individual); professional (MD, RN, identify); other (identify).

There was a suggestion that the two major issues in directing patients to an
appropriate post-acute care setting are new learning ability and motivation
[professional association]. These should be added at some point. There was also
concern as to the timing of the completion of this section, questioning whether it was to
be done at the time of discharge or begun on admission [hospital].
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Specific Comments:

A. Goals for Continuing Care

Most respondents agreed that this question needs more space [3 professional
associations, hospital]. A fiscal intermediary wasunclear as to who was setting these
goals, since information has been gathered on patient wishes as well as the discharge
planner’s assessment. A government agency was unclear whether care goals (e.g.,
rehabilitation to a certain level) or patient transfer site goals (e.g. nursing facility) were
meant here. A professional association suggested adding both short term and long
term goals and rehabilitation potential.

B. Physician or Other Provider Responsible

A number of respondents felt this question was confusing, feeling that the
referring or consulting physician would always be the responsible provider, and that
the phrase “or other provider” should be eliminated [2 hospitals, medical professional
association, home health group]. Another suggestion was to leave space for the
physician’s phone number [hospital].

C. Options for Disposition

Two respondents [professional association] suggested calling this section
IIplacement options,” rather than using the term “disposition.” It was unclear to one
respondent [fiscal intermediary] if this determination was to be made as a summary
score from the entire instrument, and a professional association was concerned that
the question calls for a conclusion, rather than an assessment of needs.

Other suggestions included:

*distinguish between institutional and non-institutional care in grouping the
categories [provider association]

*“subacute care” needs explanation [nursing content expert, 2 professional
associations, provider association]

*“rehabilitation facility” should include both “rehabilitation agencies” and
“comprehensive outpatient rehabilitation facilities” to be consistent with
current Medicare terminology

*change “intermediate” and “skilled care” to “nursing facility” to be consistent
with new Medicare terminology [professional association]

*“type of home care services” needs more space

Suggestions for additional categories included:

*chronic care facility or chronic hospital [nursing content expert]
*household income level if outside services are needed [beneficiary group]
*acute care hospital, if instrument is to be used by nursing facilities [professional

association]
*board and care facilities [professional association]
*adult day health care [professional association]
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*need for 24 hour attendant [professional association]
*other (specify)

D. Evaluation of Informal Caregiver

Two respondents [accrediting agency, fiscal intermediary] asked for a definition
of “informal caregiver.” Another suggested adding “patient supports decision for
continuing care arrangement” and “family or caregiver supports decision for continuing
care arrangement” [professional association]. Another suggested moving this
question to Section VI. (Family and Community Support) [provider association].

E. Recommendations for Community Services

A professional association suggested replacing “community services” with “post
hospital discharge services” since it includes both community and institutional
services. Two respondents [professional associations] thought this question was
similar to Section VI, and should be combined with it, either by placing it on the same
page as Section VI or repeating the list of services that appears under VI.C.
(Community Services Utilized Prior to Admission) . A case management agency and a
beneficiary group felt questions E and F (Viability of Plan for Community Services)
should be combined, while another suggested listing the name and phone number of
each recommended service [professional association].

F. Viability of Plan for Community Services

Once again, there was the suggestion to replace “community services” with
“post hospital discharge services,” and a suggestion to change the title to “Viability of
Plan for Community Services Patient Can Afford.” The meaning of “wait” was unclear
to one hospital, and another thought that “viability” was redundant [professional
association]. Several commented on the lack of space for the question [hospital,
beneficiary group].

G. Needs/Options Discussed with Patient/Family

Several respondents suggested specifying whether the discussion had been
with the patient orfamily  [professional association, government agency]. Others felt
this information could be better captured in Section VII (Patient/Family Goals and
Preferences). One felt the patient signature should be here, rather than on the
attestation form [professional association]. Suggested additions included:

*patient/family agrees to plan
*patient/family participated in completing the form
*patient/family is willing to follow through with the plan [hospital]
*space for comments, such as “patient reluctant to spend money for services,

family resources [beneficiary group, government agency]
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H. Physician or Provider Responsible for Discharge Plan

A medical professional group suggested deleting “or provider” from this
question, since the physician is responsible for discharging the patient from the
hospital. Other changes were to write the phone number of physician, and to change
the question to “identify physician who would write orders for the patient’s continuing
care.”

Assessor’s Signature

Several respondents suggested listing all those who had participated in the
assessment of various sections, with their signatures.

CONCLUSION

This summary of the HCFA-solicited comments on the Uniform Needs
Assessment Instrument provides the Panel with a great deal of information on how the
draft instrument could impact on Medicare beneficiaries and the facilities that care for
them. The tone of the comments was generally positive, with most respondents feeling
that the Panel has done a good job in responding to the mandate given to it by
Congress.

Except for a f.ew specific items, there was not unanimity by respondents on the
revisions that should be carried out. That is, the solicited comments do not provide a
clear mandate from the “field” as to how the instrument should be changed. However,
the comments do provide a rich and diverse set of suggestions that should be
seriously considered by the Panel as it makes it final recommendations to the
Secretary. These suggestions should increase the usefulness of the final instrument
in improving the continuity of care for Medicare beneficiaries.
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ADDRESSOGRAPH:

ASSESSMENT OF NEEDS FOR
CONTINUING CARE

I

I. SOCIODEMOGRAPHICS

1. Name:

Artach  Admission Face Sheet. List the folbwing infomratton  I not othhemiso  available.

2. Address: 3. Phone No.:

4. Birthdate: 5. sex:

q U OF
6. Marital Status: 0 Manled aSeparated OSingb 7. ~el~bus  Preference: q Catholr

fl Wdowed q Divorced q Unknown OProtestant  rllewish 0 Other q Unknown
8. Race: q Amorccan Indian/Alaskan Native q Astan or P&ic  Islander 9. Educatmn:(;*sM  I O. Empbyment Status: OEmproyed

0 Black q Hispanic 0 White 0 Other aUnknown Dnempbyed tIRetired  mnknown

I 1, Health Care Coverage: 0 Medlcare q MedicaldClPrivate insurer @peciry i
0 Veteran with servica related disability muarantor

12. Does the patient speak English? 3. Primary language n not English:

II. HEALTH STATUS
A. Phyrkal  tfaafth 2. Subsequent Diagnosls(es): 3. Surgtcal Procadure(s):
1, Admrtting  Diagnosis:

5. Known Health ProblemVRisk Factors that Affect Post-Discharge Care Needs:

4. Discharge D~agnos,s

Alzhelmers/ParkinsonslOther Neurodegenerative  Disease
HX Non-Compliance with Thorapsutic Regimen

6. Addrtlonal lnformatlon  regarding patient’s oonditron that affects post-discharge care needs:

B. Mental Health:
1. Level of Consciousnes8:

a
Alert (awake. normal reactbn  time)
Drowsy @#mars as- hot awakens readily, normal

fetibn time)
0 Lethargic  (awake but Mh sbwed reaction time)

a
Obtunded @pmrs  askep but aw&rens read& sbwed  m- IUV
Stuporous (wars asieep but aw&em w#ii d#lku#y.  rbkd

reactbn time)
0 Camatoso  (unarousabh)

2. Check those cognitive&havioral  factors that would adversely affect postdischarge  care needs:

8
Impaired Orientation (unaware of person, place or time)
ImpaIred  Memory (forget/u/  to the point of

being dysfunctbnaf)
0 Imp&d Comprehension (d#ficufty  in understanding

spoken or written directbns)
0 Impaired Expression (d#icuHy  in communicating needs

verbpllj, or in miring)
c] Impaired Judgment (unsafe sekdinsction; inconsistency

0 Delusions an&or Hallucination  &c&es whpt  &es mr
exist: thoughts of persWbn,  parti of gran&*)

0 Wandenng  (does not undwstaod  twftorid cw~straihts.
leading to unsafe situations)

Agitation (anxiety; rostbssness)
PhysIcally  Assaultiie  (sties smYoroUmtx,  causing

dangemus condftbn)
m Unusual Behavior (iniwemotate  ve&&at~: recbsiveness.  hoalcq~

in care decisions)
- Eeer[7 Depression (eppepn sad, helpless, hopeless; has f

dMicu&y wfrh wncenrratbn.  sbep and/or qwWe)

Form HCFA-32 (10-S@) :

. . .
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See man& for complete  definitnns  and mslructtons. Rate observed or reported peffonnance  onh. flat/q  assumes patient  IS abb
to functbn safe&.

Key:  1 Complete Indopondonco:  Patient performs safely whout awstance.
2 Modified IndependonZw  Patient performs safety wng assIstwe  dowe or rquirlng  more time than is reasonable.
3 Modified Dependence: Patient performs safety at least haii of the actMy

A Patient needs standby asststance  wrthout  phyrxal oontact;  verbal cueing to antlclpato  safety hazards: coaxing;
helper sots up needed Rems.

B Patient needs mmfmal  wontact  assistanDB.
C Patient needs moderate contact assistance.

4 Complete Dependence: Patient  performs less Than hatf of the actiwty

A. Rata lrvrl of Indrpondmc4  for the foltowlng  (code performance as
above):

_ Eating (act ol bringing focd 10 mouth. chewing and swallow/ng)
_ Bathy (bathing body from neck down. excludmg back and

shampooing hair)
_ Oressmg  (sening  out cbthmg  and dressing  enbre  t&y. mduding

necessaq pttXhesis/orthosrs)
Toilet Use (us0 d toilet. urinal. bec@an:  Includes cleansxg seff

after elimination and adjusting cbthrng)
_ Bowel  Management (intentional wnrmi of bowel movements;

includes use of agents necessary for twowe/  cunrroi)
_ Bladder Management (intenllona/ CUnfrO/  of unnary bladder; ,&udes

use of agents necessary for bladder control)
-Transfer (transferring to and from bed, chatr or wheeich.%l:

indudes coming to a standing positron)
_ Locomotion (includes  wafkmg.  once In a standmg  posthm:  usmg  a

wheelchair indoors)
Check most frequent mode of locomotion  at dwharge:

a

Walking
Wheelchair

B. Llat medlcal  rratrkflonr  that would change  above ratings:

C. Instrumental Actlvttk~ of Dally Llvlng (wmplere
on/y if wnsdering return to a wmmunky  residence):

Meal Preparatton  (includes
cookrng  focd and setting
up meal)

Mecizar07  Administration
Telewone Use
Housekeepmg
-J!Wna
Handlmg Finances
TransportatKxl  Use

IV. ENVIRONMENTAL BARRIERS TO POST-DISCHARGE CARE
A. Usual llvlng  arrangements:

1.

II

Home/Apartment
Rented Room 0 Abne
Board and Care/Personal Care FacMy~Aet~roment Home

a
8

Wrth  Spouse
Skilled Nursing or Intermediate Care Faalny With Olhen.  SpecQ:
Other

2. Yes No 3. Oescnbe  enwronmental barnon and proposed

Are noninstitutional livmg arrangements avahble?.
enwronmental modificatlona:

Are there barriers  to building entry?. .
A r e  t h e r e  i n t e r n a l  barriem?.  . . . .
I s  toilet/tub/shower aaxaalble?.
Is the patient able to axesa emergency ass1slance’.
Other 4

V. NURSING AND OTHER CARE REQUIREMENTS

A. Check contlnulng  care needs rffectlng postdluhrrge are requlrementr:

1. 0 Skilled Observation

2. 0 Monitoring/SupewisDn/Evaluar~n

Form HCFA-32 (l&&3)



V. NURSING AND OTHER CARE REQUIREMENTS (CONTINUED)

3. TherapeutK:  Needs

a. Skrn: aPressure Ulcer Care: -Stage E i t e [3Drarnage/Cukure
0 wound Care: -Size Arte q DramageCutture a

Care:
Care:

b. Nutntion:
8”

erapetIt@  Diet
Enteral  Feeding: 0 Nasogastnc [7Gastrostomy Type and Frequency:

q Parenteral Feeding: Type and Frequency:
c. ‘Hydration:

6

Encourage Fluids 0 Restrlcr  Fluids
Intravenous Hyaration Route: q Peripheral q ]Central

T y p e  a n d  F r e q u e n c y :
d. Respiratory: Bxygen: q Continuous q lntermrttent Frequency:

~uctionrng:

Delivery Method and Liter Fbw:
racheostomy: Type and Frequency of Care:

Frequency:
q Ventilator: 0 Temporary

e. Elimination: 0 Urinary Catheter: c] lndwellrng
u Permanent
0 lntermrttent

Type: Sue: Insertion Date:
lrrlgatron and Frequency of Care:

0 Ostomy:
0 Dialyses: E

Type and Frequency of Care:
Hemo 0 Pentoneal 0 CAPD

Treatment Frequency

1. Medications: 4. Educational Needs:

0 Subcutaneous: Type and Frequency:

E l
Intramuscular: Type and Fre uency
Intravenous: Clr\ntrbrotrcs i3Chemotherapy mEfood Products

-Type and Frequency:

E l
Implanted Pump: Type and Frequency:
Other:

5. TherapyiSerwce Needs:

P h y s i c a l  T h e r a p y .
Occupational Therapy.
S p e e c h  T h e r a p y .

0 Respratory  T h e r a p y .
Socfal W o r k .  . .
M e n t a l  H e a l t h .
Other:

Type and Frequency

R Activities of Daily Living
Seff-Management  d lllnesa
Diet Instruction
Medicatfon  Adminisihatbn

1

Ostomy Car0
Wound Care0essing  Change
Trxheostomy  CardSuctioning
Other

6. Durable Mediil  Equipment Needs:

0 Bed 0 Sideraib aTrapeze &ommcoo
a W alker 0 Wheefcf-tair  aOxygen
u Other:

0 Disposable Suppfii:

VI. FAMILY AND COMMUNITY SUPPORT

Primary Support
@r @7ysrcel. merlt&,
ecMclnrZ  m&a

C. Communrty  Services  Utilized Poor
to Admissfon:

Home Heafth Services

Other Caregiven: Equipmertt/Sufz+s
Homemaker Services
Case Management
Mental Heakh Sefvicas

8. Additional Assbtance Needed (For Home Care):

Form HCFA-32 (l&89)
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VII. PATIENT/FAMILY GOALS AND PREFERENCES

A. Patient’s  go& and  prefefenCM  for continued  care: C.

Already Has Desires/Requires
Durable Powerbf Attorney. I

8. Fami/y/caregiver’s  preferences for continued care: Livtng  W i l l .
Guardian/Conservator,

I

I
VIII. SUMMARY OF ASSESSMENT OF NEEDS FOR CONTINUING CARE

A. Goals for Contlnulng Care: 8. Physician or Other Provtder  Responsrbfe  for Continumg Health Care Management:

C. Based upon mformatton  obtainedfrom  the needs assessment, there are the foibwtng optrons for disposrticn:

Home (no additional services  necessary
Relative’s home
Home wdh home care servtces

E

TYPe
Hospca
Adult day care

D. Evaluation of informal Carqver as a Resource.

0 Able to provide support as needed
0 Able to provide support wtth assistance

Specify

F. ViabMy of Plan for Commumty  Serv~cas:

III Board and care/personal care factMy/

0
rehrement  home

Intermediate care facility
0 Skilled nursing facility

E l
Rehabrktatan  faaiity
Subacute care

E. Recommendattons  for Communtty  Servtces:

G.
Yea No

Needs/oprbns have been disarssed I I I
wflh  pattentfamtfy. . . . . . . . . . . . . . .

Patientiamify  IS aware of above
needslopfons.  . . . . . . , . . . .

H. Physrcian  or Provider Responsrbre for Orscharge  Plan:

Remarks:

ASSESSOR’S SIGNATURE: DATE:

I

Form HCFA-32 (l&B)
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